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AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces rest- 
ful sleep, stimulates appetite and helps to control with- 
drawal symptoms. The complications of chronic alco- 
holism, including hallucinations and delirium tremens, 

can often be alleviated with Librium. 

During the rehabilitation period, Librium makes the pa- 
tient more accessible, strengthens the physician-patient 
relationship and facilitates better adjustment to family 
and job. Librium therapy helps to reduce the patient's 
need for alcohol by affording a constructive approach 


to his underlying personality disorders. 


Consult literature and dosage information, available on request, before prescribing. 


Earl ROCHE LIBRIUM® Hydrochloride —7-chloro-2-methylamino- 
Division of Hoffmann-La Roche Inc. 5-phenyl-3H-1,4-b di ine 4-oxide hydrochlorid: 
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One of the most controversial recommendations of the 
final report of the Joint Commission on Mental IIl- 
ness and Health is that concerning the care of the 
chronically ill, including the aged. 

“Special techniques are available for the care of 
the chronically ill,” reads this recommendation, “and 
these techniques of socialization, relearning, group 
living, and gradual rehabilitation or social improve- 
ment should be expanded and extended to many 
people, including the aged who are sick and in need 
of care, through conversion of State mental hospitals 
into combined chronic disease centers.” 

Had the last phrase of the sentence been omitted, 
however, there would be no room for controversy. 
There is little question but that the proportion of 
elderly people in our mental hospitals is increasing 
very rapidly. In addition to their psychiatric symptoms, 
these patients present a number of physical disabili- 
ties which constitute a severe burden on the pro- 
fessional staff of the hospital. How to deal with these 
problems provides psychiatrists and other psychiatric 
staff with many opportunities for service, education, 
and research. 

In Amsterdam, reactivation centers have been es- 
tablished. These are essentially hospitals with ex- 
tended rehabilitation facilities, separated geograph- 
ically from general hospitals, but functioning in co- 
operation with them. Within these centers, about 50 
beds are set aside for the elderly and confused. Psy- 
chiatrists and internists supervise these patients and 
have confirmed what has long been known: many 
of these old people, when properly hydrated and ade- 
quately nurtured, lose much of their confusion. Such 
centers, when related properly to patients in their 
own homes, can provide a continuum of services, lead- 
ing to decreased morbidity and increased continuity of 
service and social restoration. 

In Sweden, where medical schools teach social 
medicine courses in the care of the aged and of those 


with long term illnesses, it is believed that the in- 
ternist should care for the elderly. Although the short- 
age of physicians is a complicating factor, such a 
plan could do away with the need for geriatric clinics. 
But emphasis is needed on both social and medical 
aspects of the problem if we are to prevent, retard, 
and eliminate the problems of mental and physical 
deterioration. 

At the recent White House Conference on Aging. 
it was stated that several universities have established 
divisions or institutes of gerontology which offer op- 
portunities for training and research in the basic 
sciences and clinical fields for undergraduates and 
graduates, as well as for allied medical personnel. 
One third of the formal course-content in public 
health medicine concerns the treatment of the chron- 
ically ill and the aging, and considerable attention is 
devoted to community action in these fields. There 
is also evidence that social work courses are preparing 
students to render services to these groups. Nor are 
recreation and adult education for the senior citizen 
neglected in the curricula of some 80 colleges and 
universities. A number of religious groups are offer- 
ing special training in handling the social and spir- 
itual problems of older people. A rather notable ex- 
ception occurs in the field of nursing, which, at the 
moment, includes little, if any, education in geriatrics. 

There are even indications that architects are 
beginning to interest themselves in designing suitable 
buildings for older people, and much remains to be 
done in this key area. Late this summer, I noted with 
interest that the AHA and the USPHS announced the 
creation of a jointly sponsored committee to develop 
recommendations on planning facilities for long-term 
patient-care. 

Today’s physician is confronted by patients who 
present a number of chronic, disabling, and debili- 
tating disorders with which he has been poorly equip- 
ped to deal. These disorders most often occur in those 
persons whose life has been prolonged by the advances 
of medical science. One thing is certain—the prob- 
lems of the aging citizen won’t go away. The respon- 
sibility of the individual physician and of the health 
professions as a whole is to meet the needs of the 
persons whom these professions were developed to 
serve. The needs of the people must dictate all our 
activities. It behooves the psychiatrist and his col- 
leagues to devote their skills in treatment, training, 
and research to the growing legions of aging citizens. 
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National Action Against Mental 


T HIS OCTOBER 10 PRESS CONFERENCE, President 

<ennedy made an announcement—not about how 
to prevent or survive the possible ravages of nuclear 
war, but how to defeat a condition that “strikes those 
least able to protect themselves from it.” It was his 
intention, he said, “to appoint a panel of outstanding 
scientists, doctors and others, to prescribe a program 
of action in the field of mental retardation.” 

The President’s full and definitive statement is 
one that will encourage—and affect—everyone en- 
gaged in helping the mentally retarded. His press con- 
ference statement follows: 

“... I have announced my intention to appoint 
a panel of outstanding scientists, doctors, and others, 
to prescribe a program of action in the field of mental 
retardation. This condition strikes those least able 
to protect themselves from it. It affects not only the 
people involved, but also the members of their fami- 
lies. It is a serious personal matter to at least one out 
of every 12 persons. It disables 10 times as many as 
diabetes, 20 times as many as tuberculosis, 25 times 
as many as muscular dystrophy and 600 times as many 
as infantile paralysis. 

“At one time there was practically no effective 
program in the field of mental retardation. Where- 
ever possible the children were committed to institu- 
tions. They were segregated from normal society and 
forgotten except by the members. Only in isolated 
cases was an effort made to bring them back into use- 
ful lives in the community. They suffered from lack 
of public understanding and they suffered from lack 
of funds. 

“The situation today is better. Most attempts 
still take the form of therapeutic research and treat- 
ment. The central problems of causes and prevention 
remain unsolved. And I believe that we as a country, 
in association with scientists all over the world, should 
make a comprehensive attack. It is a matter of the 
greatest possible interest to me, and I am going to 
meet with the panel next week.” 

Actually, the President met with the 24-member 
panel less than a week after declaring his intention 
to spur action in behalf of the nation’s mentally re- 
tarded. As chairman of the panel, he named Leonard 
Mayo, M.D., executive director of the Association for 
the Aid of Crippled Children, New York City. George 
Tarjan, M.D., superintendent of Pacific State Hos- 
pital (for the retarded), Pomona, Cal., as vice chair- 
man. Other members of the panel are: Elizabeth 
Boggs, M.D., research chairman, National Association 
for Retarded Children, New York; William Hurder, 
M.D., associate director for mental health, Southern 
Regional Education Board, Atlanta; Seymour S. Kety, 
M.D., psychiatrist-in-chief, Henry Phipps Psychiatric 


Clinic, Johns Hopkins Hospital; Reginald Spencer 
Lourie, M.D., director of the Department of Psychi- 
atry, Children’s Hospital, Washington. 

Following is a statement by the President regard- 
ing the need for a national program: 

“The manner in which our Nation cares for its 
citizens and conserves its manpower resources is more 
than an index to its concern for the less fortunate. 
It is a key to its future. Both wisdom and humanity 
dictate a deep interest in the physically handicapped, 
the mentally ill, and the mentally retarded. Yet, 
although we have made considerable progress in the 
treatment of physical handicaps, although we have 
attacked on a broad front the problems of mental 
illness, although we have made great strides in the 
battle against disease, we as a nation have for too 
long postponed an intensive search for solutions to 
the problems of the mentally retarded. That failure 
should be corrected. 


What is Mental Retardation? 


“The term mental retardation itself is often mis- 
understood. It is confused with mental illness. 
Simply stated, mental retardation is a condition re- 
sulting from a basic abnormality of the human mind. 
It refers to the lack of intellectual ability resulting 
from arrested mental development. It interferes with 
the ability to adjust to the demands of environment. 
It manifests itself in poor learning, inadequate social 
adjustment, and delayed achievement. Usually this 
condition is either present at birth or begins during 
childhood. The causes are many and obscure. Some 
have already been determined and are easy to high- 
light; others are beyond our present knowledge and 
would yield only to research. 

“Mental retardation is not a disease. Rather, it 
is a symptom of a disease, of an injury, of some 
obscure failure of development, even of inadequate 
opportunity to learn. Just as a fever is a symptom 
of an infection, mental retardation is a symptom of 
mongolism, birth injury, or infection, or even inade- 
quate stimulation in early childhood. It can be so 
severe that the afflicted person never leaves protective 
care, or so mild that it is detected only under stress 
or through special tests. 

“In most instances, it can be clearly distinguished 
from mental illness, for mental illness strikes and 
incapacitates after there has been normal development 
up to the time of the affliction. The younger the 
child the more difficult it is to distinguish between the 
two. However, accurate diagnosis is an essential 
prelude to treatment. Unfortunately, the present 
limitations of our knowledge in this field make this 
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Retardation 


dliagnosis extremely difficult when the very young are 
involved. 


I. The Scope of the Problem 


“The scope of the problem and its effect upon us 
is apparent in the large numbers affected by the con- 
dition. Approximately 5 million persons in this coun- 
try are retarded. It strikes those least able to protect 
themselves—our children. It affects by its nature their 
relationships to all members of their families and their 
friends. Thus, mental retardation is a serious personal 
matter to at least one out of every twelve people. It 
disables ten times as many as diabetes, 20 times as 
many as tuberculosis, 25 times as many as muscular 
dystrophy, and 600 times as many as infantile pa- 
ralysis. 

“By 1970 . . . we will have at least one million 
more retarded persons than there are at present. Over 
half will be children under nine, many of whom will 
suffer from both physical and mental handicaps. This 
growth in mental retardation is particularly anoma- 
lous in view of the advances in the medical sciences. 
Deaths at the time of birth have been reduced 75 per 
cent in 20 years, tuberculosis 30 per cent in five years, 
and such scourges as whooping cough, diphtheria, and 
scarlet fever have been almost completely eliminated. 
But the prevalence of mental retardation has steadily 
increased. Today, one out of four beds in state insti- 
tutions is assigned to a mentally retarded person. 
Nevertheless, all public facilities have long waiting 
lists. Children needing service cannot obtain it. Our 
state institutions are overcrowded. The average state 
hospital has 367 patients more than its rated capacity. 
Its waiting list numbers 340. 

“Many retarded persons never reach a hospital. 
Their impairment, though mild, is a matter of serious 
concern. Over 700,000 draftees were rejected as unfit 
during World War II because they were mentally 
deficient or illiterate. The number of retarded who 
could not participate in the war effort was even 
greater. In many instances, illiteracy and mental re- 
tardation are indistinguishable. 

“Every year 126,000 babies are born who will be 
mentally retarded. Neither the rich nor the poor, 
the urban dweller or the farmer, the captain of indus- 
try or the manual laborer, or any other part of our 
society is exempt from the threat. It is a national 
problem and it requires a national solution. 

“There are no reliable estimates of the cost to 
each family for the care of the mentally retarded. 
Community costs of the 4 per cent confined to institu- 
tions total approximately $300 million annually. The 
other 96 per cent live in private homes. The financial 


THE NEBRASKA PLAN 


<The program of the new Mental Retardation Clin- 

ical Research Center of the Nebraska Psychiatric 
Institute constitutes the kind of research effort called 
for in President Kennedy’s program for action against 
mental retardation. 

Established in May 1961 in Omaha, and sup- 
ported by a $1,745.000 NIMH grant, the Center has 
initiated a broad, intensive program which strives to 
catalyze the interest and activities of the many dis- 
ciplines concerned—permitting full exploration of 
clinical research directed toward determining the 
causes of mental retardation, clarifying diagnoses, and 
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THE NEBRASKA PLAN 


developing useful techniques and procedures for pre- 
vention and treatment. A vital simultaneous parallel 
goal is provision of a setting for training all perti- 
nent disciplines, at undergraduate, graduate, and 
postgraduate levels. 

Staff members will include research psychiatrist; 
neurologist; pediatrician; neuro-surgeon; clinical, de- 
velopmental, and experimental psychologists; cyto- 


geneticist; population geneticist; medical sociologist; 
developmental anthropologist; biochemists; psychi- 
atric social workers; speech pathologists; nutrition- 
ist; educational therapist; biometrician; tetralogist; 
and a battalion of technicians. 

Now being developed are clinical and research 
areas totaling about 15,000 square feet. Facilities 


6 Mental Hospitals, 1961 


strain of providing for them represents a staggering 
burden to each family that has this responsibility. 

“But the financial hardships are not the most 
serious aspect of the problem. It is the emotional 
strain, the problems of adjustment, training, school- 
ing, and vocation—the attempt to make possible a 
full life for the child, that represents the major im- 
pact of retardation. Our goal should be to prevent 
retardation. Failing this, we must provide for the 
retarde] the same opportunity for full social devel- 
opment that is the birthright of every American child. 

“In addition to research, the current problems 
are those of diagnosis, evaluation, care, appropriate 
training and education, family guidance, the need for 
sympathetic environment, a lack of public under- 
standing, and a dearth of private and public facil- 
ities. There are difficult issues involving not only 
our social responsibility for adequate care of the re- 
tarded, but the extent of the responsibility of the 
retarded individual himself, as, for example, when he 
gets into trouble with the law. For a long time we 
chose to turn away from these problems. The stand- 
ard treatment consisted of commitment to institutions, 
segregation from society, and silence about the af- 
fliction. 

“In this vast reservoir of children and adults who 
need various degrees of assistance to enable them to 
adjust to the demands of our complex society, we have 
a largely unused resource. As society becomes more 
complex, the problems will of necessity increase both 
in size and in seriousness. 

“It is just as important to integrate the mentally 
retarded within our modern society and make full 
use of their abilities as it is to make a special effort 
to do this for the physically handicapped. The grim 
struggle for survival does not allow us the luxury of 
wasting our human resources. 


II. Present Programs 


“Some forms of mental retardation can be pre- 
vented; in others the degree of incapacity can be 
reduced; and in still others it may be possible to 
obtain a completely satisfactory adjustment. Steps 
taken thus far have concentrated upon improvements 
in environment and understanding. These are impor- 
tant and should be expanded. But real improvement 
will require a major effort along new lines. 

“Prior to 1950 relatively little attention was 
directed to the problem of mental retardation by 
either the federal or state governments or, in fact, 
by private groups. During the past decade, however, 
increased interest and activity have been stimulated 
by a few foundations, by the demands of parents, by 
interested lay and professional groups, and by mem- 
bers of legislative bodies who have been convinced of 
the urgent need for progress in this field. 

“Until 1954, no state health department offered 
any special services for mentally retarded children 
or their families. The welfare services were directed 
largely to long-term institutional care. Today almost 
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eve:y state has a special demonstration, service, or 
traiuing project in mental retardation as a part of 
its :naternal and child health service program. Last 
yea: the National Institute of Mental Health spent 
ove: $2.5 million on research, technical assistance, and 
grants in the mental retardation area, and the Na- 
tional Institute of Neurological Diseases and Blind- 
ness spent over $8 million on mental retardation. 
Nexi year’s budget requests will double these figures. 
And the number of mentally retarded persons rehabil- 
itated should also increase. 

“Today, the effort to help the mentally retarded 
takes six basic forms: 

“1) Diagnostic and clinical services for the re- 
tarded are being expanded. There are over 80 clinics 
specializing in services to the retarded. Well over 
half were established within the past five years. These 
services need still greater expansion. The 20,000 
children aided in 1960 represent only a small fraction 
of those who need the service. 

“2) There has been an increase in the beds in 
residential institutions. Today there are over 200,000 
mentally retarded patients in such _ institutions, 
approximately 10 per cent more than there were five 
years ago. But the average waiting list continues to 
grow, and the quality of the service often suffers from 
limited budgets and salary levels. In the public insti- 
tutions, there are less than 500 full-time physicians for 
160,000 patients. The limited resources of the State 
institutions have been taxed beyond the breaking 
point. Additional increases in both facilities and man- 
power are necessary. 

“3) The number of mentally retarded enrolled in 
special classes has been doubled over the past decade. 
In spite of this record, we are not yet meeting our 
existing requirements, and more such facilities must 
be provided. Less than 25 per cent of our retarded 
children have access to special education. Moreover, 
the classes need teachers specially trained to meet the 
specialized needs of the retarded. To meet minimum 
standards, at least 75,000 such teachers are required. 
Today there are less than 20,000, and many of these 
have not fully met professional standards. 

“4) Parent counseling is now being provided by 
private physicians, clinic staffs, social workers, nurses, 
psychologists, and school personnel. Although this 
service is still in an experimental stage of develop- 
ment, it offers bright prospects for helping parents to 
meet their social and emotional problems. 

“5) Child welfare agencies are attempting to meet 
some of the needs of the mentally retarded. It is 
estimated that 10 per cent of the 375,000 children 
brought to the attention of the agencies through such 
pathways as neglect, dependency, and delinquency 
are retarded. The social workers and other personnel 
tending to the needs of these children should be 
trained specifically in the area of retardation. 

“6) Finally, the preparation of the mentally re- 
tarded for a useful role in society and industry must 
receive more attention. In the past five years the 
number of mentally retarded rehabilitated through 


include a clinical. research ward fer ten patients 
separated from other patient areas and containing a 
metabolic laboratory; by using recent electronic de- 
velopments, the ward will be able to make recordings 
and visual and physiological remote observations on 
a 24-hour basis. Currently in existence or under de- 
velopment are a number of supporting facilitiess 
psychophysiology, biochemical and EEG laboratories, 
and specially designed labs for genetics, communica- 
tive disorders, and psychology. It appears likely that 
laboratory space will later be provided for anthro- 
pology, biometrics, and tetragenic studies. Support- 
ing laboratories will be established in two state insti- 
tutions for the retarded. Patients for special study 
will come primarily, but not exclusively, from Ne- 
braska. 

To enable the Center’s staff to communicate readily 
and regularly, at minimum time and expense, with 
investigators in other countries, 90-minute monthly 
seminars will be held via special telephone hookup 
with participating scientists in England and on the 
continent. 

Nebraska Psychiatric Institute’s special interest 
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and activity in retardation first bore fruit in 1958, 
with the award of an NIMH grant to finance a pilot 
screening-treatment unit, Outpatient, daypatient, 
and inpatient facilities and a specially designed psy- 
chiatric nursery and laboratory for communicative 
disorders were provided. Other clinical laboratory 
facilities at the University of Nebraska and the en- 
tire Nebraska Medical Center were made available. 

Subsequently developed facilities include an 
eight-bed neurological research ward, established 
with regular funds supplemented by state funds; this 
ward has studied mentally retarded patients with 
epilepsy, with the aim of rehabilitating long-institu- 
tionalized young adults. Current studies are directed 
toward alleviating symptoms in more severely ill epi- 
leptic patients. An anonymous gift provided funds 
for a research pavilion, and a gift from the Swanson 
Foundation established a 16-bed children’s clinic to 
study rehabilitative potentials of children with mul- 
tiple handicaps. 

“Our experience in this program convinces us 
that at present even the cumulative findings of a 
team of specialists are often insufficient to establish 
definitive diagnoses in this difficult area,” says Cecil 


Wittson, M.D., director of the Nebraska Psychiatric 
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state vocational agencies has more than tripled— 
going from 756 to 2,500—but in terms of potential, it 
is little more than a gesture. The problem is complex. 
Neither special education nor special rehabilitation 
procedures furnish the complete answer to employ- 
ment of the retarded. New knowledge and new tech- 
niques are needed, for over 25 per cent of those com- 
ing out of the special classes still cannot be placed. 


III. Present Opportunities for New Scientific Solutions 


“In terms of the enormity of the challenge, all 
these efforts represent only a modest approach along 
limited lines. The central problem remains unsolved, 
for the cause and treatment of mental retardation are 
largely untouched. An attack on these questions jus- 
tifies the talents of our best minds. 

“A moon-shot is not possible without prior dis- 
coveries in aerodynamics, propulsion physics, astron- 
omy, and other sciences. A successful attack on a 
complex problem like mental retardation also re- 
quires a host of prior achievements, trained scientific 
personnel, tools and techniques, profound under- 
standing of the behavioral sciences, a spirit of devo- 
tion to the underprivileged, and a free, democratic 
atmosphere of inquiry. Fortunately, ours is a country 
in which these ingredients abound. Our leadership in 
these fields is unchallenged. 

“Much of the world’s population still struggles 
for mere survival; others for domination of the weaker. 
Our aim is individual and national dignity. Our 
fortune is scientific and technological ability. Our 
obligation is to search for the secrets of the human 
mind and to share our knowledge throughout the 
world. 

“Discoveries of the wheel, the internal combus- 
tion engine, and principles of thermodynamics have 
liberated mankind from much physical labor. Two 
hundred years ago man demonstrated, through the 
discoveries of Lavoisier and Harvey, that human life 
is governed by universal physical laws. Major prog- 
ress in science and medicine can be measured from 
that date. Until the last two decades, however, little 
research was concentrated on the nature of the living 
cell and its reproduction. But great strides have been 
made in that direction through the understanding 
of the chemical basis of genes and chromosomes and 
their governing role in life itself. 

“The future belongs to those who can carry for- 
ward these achievements. It is now possible to attack 
the causes and prevention, as well as the treatment, 
of mental retardation. This will require new break- 
threughs, but it will pay enormous dividends in 
knowledge about ourselves, for the functions of the 
brain represent an almost completely uncharted fron- 
tier. The basic research entailed in such an effort 
will probe the essence of human development, and its 
results may far exceed its objectives.- Exploration 
and discovery in this field may uncover the secrets of 
life and man’s capacities, and the answers to many 
mysteries of social behavior. Perhaps even more im- 
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tant, an understanding for the motivation and 
effect of human behavior offers the hope of fostering 
the rational behavior of nations. 
“Progress in the natural sciences during the past 
15 years has been impressive, but achievements in the 
prevention and therapy of mental retardation can be 
even more spectacular and can bring important bene- 
fits to mankind. 


IV. The Task of the Panel 


“We must undertake a comprehensive and co- 
ordinated attack on the problem of mental retarda- 
tion. The large number of people involved, the great 


cost to the nation, the striking need, the vast area of . 


the unknown that beckons us to increased research 
efforts—all demand attention. 

“It is for that reason that I am calling together 
a panel of outstanding physicians, scientists, edu- 
cators, lawyers, psychologists, social scientists, and 
leaders in this field to prescribe the program of action. 
I am sure that the talent which has led to progress in 
other fields of medicine and the physical sciences can 
enlarge the frontiers of this largely ignored area. 

“It shall be the responsibility of this panel to 
explore the possibilities and pathways to prevent and 
cure mental retardation. No relevant discipline and 
no fact that will help achieve this goal is to be neg- 
lected. 

“The panel will also make a broad study of the 
scope and dimensions of the various factors that are 
relevant to mental retardation. These include bio- 
logical, psychological, educational, vocational, and 
socio-cultural aspects of the condition and their im- 
pact upon each state of development—marriage, preg- 
nancv, delivery, childhood, and adulthood. 

“The panel will also appraise the adequacy of 
existing programs and the possibilities for greater 
utilization of current knowledge. There are already 
many devoted workers in this field, trained in diag- 
nosis, treatment, care, education, and rehabilitation. 
The panel should ascertain the gaps in programs and 
any failure in coordination of activities. 

“The panel will review and make recommenda- 
tions with regard to: 

1) The personnel necessary to develop and apply 
the new knowledge. The present shortage of person- 
nel is a major problem in our logistics. More physi- 
cians, nurses, social workers, educators, psychologists, 
and other trained workers are needed. 

“2) The major areas of concern that offer the 
most hope; and the means, the techniques, and the 
private and governmental structures necessary to en- 
courage research in these areas. 

“3) The present programs of treatment, educa- 
tion, and rehabilitation. 

“4) The relationships between the federal gov- 
ernment, the states, and private resources in their com- 
mon efforts to eliminate mental retardation. 

“I am asking the panel to report on or before 
December 31, 1962.” 


Institute. “Additionally, we believe that early diag- 
nosis and suitable facilities can make it possible to 
treat many children successfully—children who other- 
wise would be destined for years of institutionaliza- 
tion.” 

Investigations now in progress or planned for 
the near future include basic studies in mongolism; 
development and refinement of biochemical tech- 
niques as a screening procedure for mental retarda- 
tion; social and cultural determinants; improved pro- 
cedures for differentiating between retardation and 
other psychiatric conditions in children; double and 
multiple handicaps in the retarded; communicative 
disorders; identification and treatment of babies with 
reversible retardation caused by emotional depriva- 
tion; effects of dietary inadequacy on mental devel- 
opment; psychotherapeutic techniques for the re- 
tarded; causes of developmental defects; and devel- 
opmental enzymology. 

This broad range of research, and the wide range 
of disciplines participating in it, constitute an action 
program whose results may exceed even its long-range 
objectives. The Nebraska Plan bears witness to how 
very much can be accomplished by a state facility 
which determines to meet the challenge of retarda- 
tion energetically and head on. 
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Number Eight in a Series by Past Presidents of APA 


Bethesda, Md. 


N ANY PSYCHIATRIC SITUATION, a central question 

faces us: “What are the treatment goals for this 
patient?” The goals we choose in each case have far- 
reaching program implications; they are based as 
much upon our concept of our role vis-a-vis our patient 
as upon our assessment of his case. 

As physicians we cannot delegate the decision of 
what our goals will be to other members of the treat- 
ment team or to the demands of society. It is one 
decision that must always remain ours alone. This 
problem and its ramifications have puzzled and pre- 
occupied me for some time, and I am grateful to have 
the opportunity to discuss them here. 

I would like to review some of the factors we 
must consider when we make this decision and to 
suggest possible approaches that will result in more 
effective, realistic, appropriate treatment techniques 
and program goals. In the light of new therapeutic 
techniques and treatment developments, and our new 
understandings of human behavior, it is time for us to 
reconsider a psychiatrist’s responsibilities in deter- 
mining goals of therapy. 

We must also examine both the overt and covert 
aspects of our decisions and become aware of the per- 
sonal attitudes, beliefs, and opinions that influence 
our determination of goals. We must each ask our- 
selves, “To what extent do attitudes developed as a 
result of my training and experience, as opposed to 
the findings in this case, determine my choice of 
goals?” And, “Is my adherence to a particular theo- 
retical framework so rigid that I have less than opti- 
mum flexibility in exercising my capabilities as a 
physician?” 

First, a psychiatrist must take into account the 
range of possible treatment goals. I can think of at 
least eight and have no doubt that there are others. 
As I see it, the goals of therapy can be: 

1) Deep and extensive exploration and reorganiza- 
tion of the patient’s personality. 

2) The amelioration and/or removal of the patient’s 
disabling symptoms. 

3) Providing the patient with needed counsel and 
emotional support. 


Implications of Goals of Therapy 
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4) Assisting the patient to achieve an adequate 
social and occupational adjustment. 

5) Assisting the patient to achieve the degree of 
personal composure that is necessary for coping 
with everyday life. 

6) Helping the patient to adequately handle a cri- 
sis in his life. 

7) Giving the patient the comprehensive care and 
social protection his condition requires. 

8) Working toward a combination of the goals 
listed above. 

Each of these goals and every possible combina- 
tion of them might be appropriate clinically and so- 
cially for some patients. However, in determining the 
appropriateness of a treatment goal, a_ psychiatrist 
considers a second group of factors—the patient's life 
situation and the nature of his illness. In many in- 
stances, consideration of these two factors alone will 
determine therapy goals. A depression in a middle- 
aged man may call for “removal of the patient's dis- 
abling symptoms.” A bereavement situation may call 
for “helping the patient to adequately handle this 
crisis in his life.” For other patients, the goal of “deep 
and extensive exploration and reorganization of the 
patient’s personality” may be appropriate. 

For hundreds of thousands of our patients, how- 
ever, a third set of factors, concerning the number 
and kind of available psychiatrists and psychiatric 
personnel, is of critical importance. 

At present there are not enough psychiatric per- 
sonnel to meet the country’s minimum needs on the 
“old line” programs, to say nothing of the newer pro- 
grams and problem areas. In some parts of the coun- 
try, such personnel are so scarce as to be practically 
nonexistent. In several specialized psychiatric fields 
(for example, industrial psychiatry, alcoholism, school 
mental health programs) psychiatric personnel are 
unavailable for many patients needing help. As more 
personnel become available, the demand increases, 
hence the wide gap between supply and demand. 

What are the program and treatment implications 
of these realities? In many areas of the United States 
patients seeking extramural psychotherapy cannot ob- 
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tain it immediately. This delay is brought about 
part!y because many psychiatrists are fully occupied 
by relatively few patients in long-term therapy. I do 
not question the suitability of this goal for selected 
paticats, but I am concerned lest it be chosen indis- 
criminately, valued inordinately, resulting in a tend- 
ency on the part of too many psychiatrists to “select 
into” their patient-load only patients who fit this goal. 

The result of indiscriminate choice of this goal 
is suggested in a recent study which revealed that 
the most common notation on closing out a case was 
that the “patient failed to return.” In other words, 
the patient was through with treatment before the 
psychiatrist was. For some, this disinclination to return 
was caused by lack of time, money, transportation, 
or even babysitters. Others, of course, probably did 
not return because of intrapsychic factors. But I 
believe there is another group who did not return 
because they: (1) decided to find another source of 
help, or (2) had obtained what they came for, that is, 
relief of the symptoms which made them seek treat- 
ment. 

There is additional evidence that some treatment 
programs do not function optimally to meet either the 
patient’s or the public’s needs. Many patients who 
need help never present themselves for treatment, be- 
lieving either that they cannot secure an appointment 
or cannot devote the time and funds they think will 
be required. Others, for the same reasons, turn for 
assistance to resources that cannot or do not discrim- 
inate between the persons they can help and those 
who should be referred to those who possess the neces- 
sary skills. 


The Need for Public Support 


Dysfunction of psychiatric programs can also be 
due to difficulties in obtaining public support, finan- 
cial or otherwise. Among: the reasons given for this 
nonsupport are: “The waiting list is so long that 
persons needing help immediately have little chance 
of getting it.” Or, “The number of people who receive 
psychiatric help is so much smaller than the backlog 
of those needing help from other medical programs 
that I would prefer to give my money to help activities 
of the latter type.” 

What has been said about the dysfunctions of our 
extramural programs is paralleled by the dysfunctions 
of our intramural programs: there are too many pa- 
tients; it is difficult to get adequate public support 
for our hospital programs; and, by and large, many 
patients don’t get the help they need. 

We are faced, then, with a curious dichotomy. 
On the one hand, many persons who need, would like, 
and could benefit from psychotherapy are deterred 
by the scarcity of personnel from seeking treatment; 
and, on the other hand, many patients who see a psy- 
chiatrist or who enter treatment stop before the psy- 
chiatrist’s therapeutic goal has been reached. 

If we were dealing with material products rather 
than with psychiatric therapy and care, I venture to 
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say that most economists would apply Gresham’s Law: 
if two products are available, one cheap and the 
other expensive, the cheaper, if available in an ade- 
quate amount, will supplant the more expensive re- 
gardless of relative quality. And this is one of my con- 
cerns. There is a demand for more psychotherapy 
than we can provide; at the same time, we have not 
sufficiently concerned ourselves with devising effective 
modifications to meet the needs and demands of our 
communities. 


Second Thoughts about Depth Therapy 


These realities concerning our present programs 
reinforce my belief that some readjustment of our 
thinking about goals is in order. Should the chosen 
treatment for a substantial number of our patients 
continue to be “deep and extensive exploration and 
reorganization”? Is this, the “ideal” goal—the one 
many of us have been trained to use—still the best 
goal for many patients? Are the techniques we use in 
achieving this goal still the best techniques? 

In short, should we continue to place so much 
emphasis on the importance of individual therapeutic 
relationships when these relationships traditionally 
demand a 50-minute hour spent with only one patient, 
and when many persons needing help could be bene- 
fited from modification of this arrangement? 

Another factor impinging upon a psychiatrist as 
he determines treatment goals is his training—and the 
theoretical concepts underlying his training. Here, 
I think, we have two additional problems: 

1) In teaching programs there is inadequate empha- 
sis on the psychoses and on treatment in hospi- 
tal settings; this produces personnel who are dis- 
inclined to treat the more grave emotional dis- 
orders, and, therefore, tend to limit their practice 
to persons who can be seen as outpatients. 

2) The models and curricula of many training 
programs do not motivate young psychiatrists 
to work in some of our most needed areas. 

I have considerable evidence to support the thesis 
that many of our psychiatric training programs un- 
duly restrict our choice of treatment goals and pro- 
grams. At the National Institute of Mental Health, 
for example, we continually receive complaints from 
directors of state mental health and hospital pro- 
grams about graduates of many psychiatric centers 
who are ill prepared to deal with the psychoses or 
community aspects of hospital programs. These gradu- 
ates do not know how or when to use community 
agencies. 

In one recently established emergency psychiatric 
clinic, the supervising psychiatrists found that the 
third year residents, who were called upon to treat 
“walk-ins” and see patients for only a few sessions, 
were extremely uneasy in this role. Part of this un- 
easiness—which was not founded on lack of experience 
—was caused by the residents’ “in-trained” belief that 
brief therapy was not valuable, was actually detri- 
mental, and was bad psychiatry. Brief therapy had no 
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electroconvulsive therapy. 
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From the Literature 


Excitement Following 
Electroconvulsive Therapy 
Murray! administered parenteral SpARINE (with 
atropine sulfate, succinylcholine dichloride, and a 
barbiturate) to 50 patients prior to electronconvul- 
sive therapy. Observations were conducted during 
497 individual treatments. 


The salutary effects of SPARINE, which Murray attrib- 
utes to enhancement of barbiturate action, were 
evident in improved behavior, diminution of agita- 
tion following treatment, and prolongation of sleep. 
No significant blood pressure fluctuations or cardio- 
vascular abnormalities were noted in any of the 
patients, 


Excessive Psychokinetic Activity 
Graffeo? selected 180 chronic, hospitalized psychotic 
patients at random on the basis of increased psycho- 
kinetic activity manifested by restlessness and agita- 
tion, or complications or lack of improvement with 
other chemotherapeutic modalities. 


SPARINE was administered orally in dosages graded 
to the psychokinetic activity of the patient. 


Of the 180 patients, 72 percent showed marked to 
moderate improvement in behavior, and no patient’s 
behavior worsened. Almost half of the patients 
showed marked to moderate improvement in their 
psychoses; in 3 percent mild regressive tendencies 
were noted. According to the author: “Promazine 
[SPARINE] adequately modified the formerly dis- 
turbed behavior pattern of the chronic schizophrenic 
patients so that psychotherapy was facilitated and, 
as a result, made it possible for 26 patients to be re- 
leased from the hospital.” 


Alcoholism 

Figurelli? has found that the use of SPARINE in un- 
complicated cases of acute. alcoholism controlled 
symptoms of active delirium, as well as nausea and 
vomiting, and drastically reduced mortality rates. 
According to Figurelli “*. . . medication with proma- 
zine [SPARINE] enables more rapid control of delir- 
ium, eliminates the prolonged and more expensive 
therapeutic measures which formerly were the only 
recourse ... and permits earlier return of the pa- 
tient to gainful occupation.” Parenteral SPARINE is 
usually used initially by Figurelli; oral SPARINE is 
used for maintenance. No precipitous drop in blood 
pressure occurred in the series of patients studied by 
Figurelli. 


Note: The degree of central nervous system depres- 
sion induced by SPARINE has not been great; how- 
ever, in the acutely inebriated person the initial dose 
should not exceed that recommended to be sure that 
the depressant effect of alcohol is not enhanced. 
SPARINE should not be used in comatose states due to 
central nervous system depressants (alcohol, baibi- 
turates, opiates, etc.). In patients with cerebral 
arteriosclerosis, coronary heart disease, or other 
conditions where a drop in blood pressure may be 
undesirable, SPARINE should be used with caution. 
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place in their concepts of what a good psychiatrist 
does for his patients. 

Additional clues implying the rigidities of our 
training programs may be found by following reports 
of what are considered to be new and unique experi- 
ments in training. I can recall the following reports 
on “unique” training programs of recent years: (1) 
the use of residents in emergency clinics where the 
patient sees the psychiatrist without an appointment 
and without prior “work-up” by a clinic team; (2) the 
use of residents in community programs, each assigned 
for one or two days a month to work with health 
officers located in areas apart from the training insti- 
tution; (3) in prehospitalization screening programs, 
having supervised residents, as well as social workers, 
visit the homes of potential patients; (4) the use of 
medical students and residents in preventive family 
care programs in which the students or residents are 
assigned to a family to follow and to treat family mem- 
bers, if need be, for a number of years; (5) the use 
of residents in nonpsychiatric services of general hos- 
pitals, with the thought that they should become ac- 
quainted with and contribute to the treatment of the 
emotional components of physical illnesses. In many 
cases such activities are considered to be new and dar- 
ing departures, although they actually are not unique. 


Indications for a New Philosophy 


I am more and more convinced that the public 
is going to demand and obtain help somewhere for 
emotional problems. Therefore, I would like to sug- 
gest techniques and areas of need that we should 
explore and develop. However, new techniques and 
responses to the problems confronting us can only 
develop optimally from a philosophy which differs 
from that underlying current treatment goals in many 
centers. 

In appropriate cases we can make more effective 
use of shorter therapeutic sessions. It would be inter- 
esting and possibly profitable to experiment further 
and in greater depth with a combination of group 
therapy and shorter sessions. Either of these tech- 
niques, and certainly this combination, calls for highly 
developed clinical and therapeutic skills; they should 
not be used by novices, except under close super- 
vision in a training situation. 

We must concentrate on developing the skills of 
associated personnel and learn how these skills may 
be used for maximum effectiveness. We can give resi- 
dents an image of the community as a part of the 
treatment armamentarium and train them in the ther- 
apeutic use of the community's resources as a supple- 
ment to traditional forms of therapy. 

We can develop, on a vastly extended scale, the 
concept of the emergency psychiatric service and learn 
how it can be adapted to meet community needs. We 
can explore, deliberately and intensively, the possi- 
bilities of providing short-term counseling services 
in various settings for persons in the early stages 
of mental illness and for a number of specific pur- 


poses: school counseling and guidance programs; 
pastoral counseling; programs of counseling and guid. 
ance in industries; marriage counseling. We can indi- 
cate to our residents that it is professionally meritori- 
ous to acquire skills in short-term therapy and to re. 
main flexible about goals. 

We can intensify our efforts to provide alter- 
natives to hospitalization. We already have made 
considerable progress in this direction by using new 
pharmacologic agents and increasingly accepting the 
values accruing from the open hospital, day-and- 
night-care programs, foster home programs, etc. 


Therapy for the Aged and Chronically Ill 


While we are experimenting with new techniques 
in the intramural and extramural treatment of pa- 
tients, we will also have the opportunity—given some 
flexibility of therapeutic goals—to work toward filling 
the needs of patients who require something other 
than traditional therapy. For example, the process of 
adjusting to old age, which demands a change in roles 
and in self-perception, is difficult for a number of 
persons who have successfully met the challenges of 
other life experiences. They need support and the 
opportunity to ventilate—yet training programs reflect 
little concern with the psychotherapy of the aging, 
and many psychiatrists show little interest in working 
with the aging in a therapeutic relationship. 

Another group of patients whose needs are unmet 
by our current techniques and programs are the chron- 
ically ill, many of whom have difficulty in securing 
proper psychiatric assistance in coping with the 
emotional components of their illnesses. This group's 
problems are complicated because there are several 
kinds of chronically ill patients, each requiring a 
different therapeutic approach: (1) those who have 
experienced the sudden onset of a more or less per- 
manent disability; for example, a traumatic amputa- 
tion or blindness; (2) those who are experiencing the 
acute phase of an illness that will result in subsequent 
disability, but little threat to life; for example, arthri- 
tis; (3) those who are experiencing the onset of an ill- 
ness that carries with it subsequent disability and the 
probability of recurring attacks and death; for exam- 
ple, multiple sclerosis. There are other illnesses that 
create special emotional vulnerabilities for their vic- 
tims: diabetes, cancer, tuberculosis, and cerebral palsy. 

In addition, we should concern ourselves with 
the special problems and needs of the doomed or dy- 
ing patient and his family, the bereaved, and the emo- 
tionally upset, as well as with the tremendous chal- 
lenge posed by the retarded, the aged, and the alco- 
holic, among others. Certainly we cannot do all of 
these things, even in a token way, unless we can find 
more time in an already overcrowded day; at least we 
can do some of them if we develop techniques that 
permit us to use our time and talents more effectively. 

Cutting across all of these patient groups are the 
cleavages and challenges raised by the problems of 
social class. The Hollingshead and Redlich study in 
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N.w Haven and other studies in Salt Lake City and 
Lvs Angeles reveal that, if we are going to meet the 
needs of many of our patients—our so-called “lower- 
class” patients—we must develop new approaches to 
thcir problems. The central message of these new 
sociological studies is that the upper-middle-class 
psychiatrist has difficulty in communicating with or 
even understanding his lower-class patient; and the 
lower-class patient, with his special needs and illnesses, 
finds it difficult to benefit from traditional psycho- 
therapy. 

Meeting these needs, using these social insights, 
and developing new techniques would mean that we 
had adopted the primary therapeutic goal of all good 
medicine: to assist the patient’s return to social useful- 
ness. I believe the deliberate choice of this goal as 
the primary goal is worth our deepest consideration. 
As a matter of fact, we all know that return to social 
usefulness is therapeutic in and of itself. 


Feasibility of the “Ideal Goal” 


The complete amelioration of all pathological 
factors in our patients is, of course, the ideal goal; 
however, there are many instances when its achieve- 
ment is not feasible. I want to make it quite clear, 
however, that I am not advocating the abandonment 
of the “one-to-one” relationship or of deep therapy as 
one appropriate goal. Nor am I advocating that psy- 
chiatrists abandon either learning or practicing the 
deeper techniques we are all taught. I think it is im- 
portant that deep psychotherapy be developed both 
as a technique and as an individual skill and that 
all psychiatrists be competent in this modality. I am 
aware, too, that many patients cannot be returned to 
duty except through a prolonged experience of deep 
psychotherapy and that, following a return to social 
usefulness, many patients may achieve a more com- 
plete and lasting recovery with the long-term assis- 
tance of a skillful psychotherapist. 

What I am asking is that we examine the program 
implications of our traditional emphasis upon deep, 
long-term therapy as the ideal goal. I request that 
we review the program implications of employing the 
“fifty-minute” hour, and the “one-to-one” relation- 
ship for every patient. And I am wondering whether 
the time has not arrived when we should, without 
feeling guilty, state that our primary goal—though 
not our only goal—is to return as many of our pa- 
tients as possible to social usefulness. 

I believe the time has arrived when it is appro- 
priate, feasible, and necessary for us to do this. We 
have achieved such a level of professional skill and 
medical knowledge that it is possible for us, realisti- 
cally, to adopt this primary goal. We have new knowl- 
edge. We have new treatment teachniques. We have 
new colleagues, professionally trained, to assist us. 
The public and our patients are demanding that we 
increase the effectiveness of what are, admittedly, 
herculean efforts. 

Further, I believe that this change in emphasis 
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has already occurred in the contemporary practice of 
psychiatry. Most of us have faced our professional 
problems realistically and have appraised our social 
roles with enough humility to recognize the limi- 
tations of some of our time-honored practices. 

I believe this change in emphasis and this choice 
should be dignified by our acknowledgement of its 
having occurred. I believe we should increase our 
efforts to speed the day when, for most of American 
psychiatry, the goal of “return to social usefulness” 
is the acknowledged, primary goal of therapy for 
most of our patients. 


Some Principles for Therapeutic Goals 


It is my belief that as physicians, as scientifically 
trained individuals, as people concerned with making 
possible the most good for the most people, and as 
compassionate human beings, we should observe the 
following principles in our choice of therapeutic goals 
for individual patients and program goals for our 
states and communities. 

1) The primary objective of the psychiatrist must 
be to return the patient to a productive social role. 
Other objectives must be subordinate to this. 

2) To be truly available to a community or to indi- 
vidual patients, psychiatric services must cost no more 
than the community or the patients can afford to pay. 

3) Since, as a general rule, the earlier the treatment 
in the course of a mental disorder the better, programs 
that include the essential element of ready availability 
of psychiatrists must be set up and administered to 
encourage and to make possible the early presentation 
of a patient for treatment. 

4) Intramural and extramural treatment should not 
be considered as separate entities but as different 
constellations of techniques that are appropriate for 
different phases of the same clinical phenomenon. 
Good medical practice requires training in and pro- 
fessional experience with both office and institutional 
practice in order to reduce to a minimum the hazard 
of a break in the therapeutic relationship. 

5) The psychiatrist, in assisting the patient, should 
increase the effectiveness of his own professional con- 
tributions by encouraging persons in other profes- 
sional disciplines to work with him and to make their 
maximum contributions to the patient's treatment 
program. 

Underlying all of these principles, as we reach 
out in our thinking and practice to help the most 
people, should be the state of mind and heart em- 
bodied in the concluding paragraph of the daily 
prayer of Maimonides, a 12th century physician: 

May there never rise in me the notion that I 

know enough, but give me strength and leisure 

and zeal to enlarge my knowledge. Our work is 
great, and the mind of man presses forward for- 
ever. Thou hast chosen me in Thy grace, to watch 
over the life and death of Thy creatures. I am 
about to fulfill my duties. Guide me in this im- 
mense work so that it may be of avail. . 
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Notes on the 6th 
International Congress 


on Mental Health 


Paris, France, August 30-September 5, 1961 


By WALTER E. BARTON, M.D. 


President, American Psychiatric Association 
Superintendent, Boston State Hospital 


HE BEST LAID PLANS OF PSYCHIATRISTS traveling to 
can go awry as easily as those of any 
tourist bound for two weeks of Venetian gondola. rides 
or pub-crawling in England. Nothing serious, mind 
you—merely the failure of Idlewild’s bus service on 
August 27th, the day of my departure—and the dis- 
appearance of my bag containing documents, cloth- 
ing, shaving equipment, and various other materials. 

Once aloft, I struggled with the problems of sleep- 
ing more or less vertically and how to comfortably 
accommodate two meals in five hours. I managed to 
eat successfully, but not to sleep, so I had time to 
muse upon the excellence of KLM’s terminal facilities 
and to anticipate my arrival in Amsterdam. 

On the ground once more, I was soothed by two 
solicitous and most attractive young ladies, assigned 
to see to my comfort, who set about tracing my lost 
luggage. I had time to enjoy shopping and sightseeing, 
an interesting tour through the Excerpta Medica head- 


quarters, and a good dinner with good friends. 

Then I went on to Haarlem and a beach hotel 
reminiscent of its cousins in Virginia Beach. There, 
Dr. Morris Fishbein recorded an interview with me 
for subscribers to the “Voice of Medicine”’ series. 


Congress Attracts 1,000 Delegates 


The next day, I was one of 1,000 persons who 
had come from all parts of the world to attend the 
Congress at the Sorbonne in Paris. At our first meeting, 
we were welcomed by Professor Paul Sivadon (France), 
chairman of the Organizing Committee and a man 
with extraordinary energy. He commutes between 
Paris and Brussels to head teaching activities in both 
capitals and has time to direct the planning and con- 
struction of 20 new hospitals. 

The Congress was the concluding event of World 
Mental Health Year (offictally observed in 1960) 
and focused its presentations on the following themes: 
the needs of children and youth; national surveys 
in the fields of mental health and ill health; teaching 
the principles of mental health; and mental health as 
it relates to the sociological aspects of industrial 
change, migrations, and old age. 

There were many speakers, and I am reluctant to 
forego remarks about any of them, but discrimination 
is an obvious necessity in a report of this kind. There- 
fore, I will restrict my comments about the speakers to 
those who delivered messages that I think will be of 
especial interest to readers of Mental Hospitals. 


Progress Report from the French 


M. Bernard Chenot, France’s Minister of Public 
Health and Population, reminded the delegates that, 
although France exercised leadership in psychiatry for 
100 years after Pinel, psychiatric advances after 1900 
did not parallel progress in the other sciences. World 
War II found French psychiatry at its lowest ebb, but 
later, EST, the discovery of Largactil by Denniker and 
Delay, and Sivadon’s readaptation therapy restored 
hope and energy. Today, one third of all money set 
aside for hospital development in France is going into 
mental hospitals. Twenty new 300-bed mental hos- 
pitals are under construction; modernization of old 
buildings is progressing rapidly, and there are many 
new approaches to therapy. Between 1961 and 1963, 
day hospitals, aftercare, nursing staffs, and regional 
planning will become realities in depth. 

Professor A. Repond (Switzerland) delivered a 
humorous, puckish presentation on “Mental Health 
of Aging,” beginning with a significant statistic—27 
per cent of the Swiss are over 65. Senescence, he said, 
starts off “epigenetically” like menstruation and is rec- 
ognized when gratification of usual pleasures disap- 
pears. Professor Repond believes that every effort 
should be made to keep the elderly in touch with 
reality, to preserve their family units, and to maintain 
their contacts with the opposite sex. He condemned 
separation and segregation as therapeutic measures. 
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As parting advice, he recommended that a man should 
al vays die before his wife because, if it is the other 
wes around, the widower will fall in love with an 
“e,il” woman who will waste his children’s rightful 
in| eritance. 

Mrs. Susan H. Kubie (U. S.) deplored the stereo- 
type of the aging person—a socially useless individual, 
progressively deteriorating mentally and physically. 
Israel’s Minister of Health, Dr. Louis Miller, elabo- 
raied on this problem in his own country where those 
who are building a vigorous, young culture consider 
a man of 50 to be old and unemployable. Israel settles 
its elderly citizens in 400 villages where they are pro- 
vided with special housing, social clubs, national insur- 
ance coverage, employment, and a full range of health 
and welfare services. There is one psychiatric ward in 
a general hospital of 70 beds which serves the entire 
country. In three years, the ward has served 484 pa- 
tients and has a 50 per cent discharge rate. 


A Spanish Viewpoint 


During his talk on the “Cultural Aspects of Men- 
tal Health,” Professor Ramon Sarro (Spain) presented 
some provocative thoughts. In essence, they were: 


e The world is becoming overpopulated, and when 
the masses are in control, primitive instincts re-emerge. 
This is associated with a marked loss of religious 
feeling. 

e Psychoanalysis (as represented by Fromm and 
Reichmann) devalues man. Fromm, in Sane Society, 
speaks of man as alienated and inclined to overcon- 
form to social forces. Man’s work is devoid of satis- 
factions; he lacks individual liberty and blindly follows 
what advisers and advertisers tell him. Man qualifies 
his experience; when he travels around the world, he 
speaks of it in measured miles, numbers of hours, and 
the kinds of planes he used. He verbalizes, but has no 
opinions of his own. 

e Man today is presented as stupid. On television, 
father is portrayed as a lovable, bumbling jerk. 

e The concept of mental health that stresses the 
enjoyment of full physical, mental, and social well- 
being is an ideal; no one qualifies to meet it. A more 
favorable concept, from the medical point of view, is 
the “absence of illness.” The instrumental values of 
mental health are inferior to moral ones. 

e There is a crisis in psychoanalysis. Its therapeutic 
power is zero; a four-year comparative study showed 
that patients who received it as therapy gained no ad- 
vantages over those who received other treatment 
forms. Psychoanalysis once had value, but lost it when 
its secrets became known and the public shared the 
analyst’s knowledge. 

e Man is undergoing transformation; a new indi- 
vidual and a new style of life are emerging. This new 
man will not be a superman of the Nietzsche type— 
just a better man. 

The Right Honorable P. J. Noel-Baker, Member 
of Parliament, United Kingdom, and winner of the 
1959 Nobel Peace Prize, spoke on the ‘Psychological 
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Dangers to World Peace.” He reviewed the implica- 
tions of the arms race, mentioning worldwide revulsion 
when poison gas was first used and pointing out that 
now, 46 years later, all responsible leaders would not 
hesitate to use the H bomb if “necessity” demanded it. 
This, he said, is an astonishing psychological transi- 
tion in public opinion to have occurred in less than 
half a century. Noel-Baker believes that doctors should 
cry out against the perversion of science and medicine. 


According to Professor Ben Morris (United King- 
dom), there is little value in having the future psychi- 
atrist acquire an intellectual command of “the shib- 
boleths of psychodynamics” if he himself remains 
insensitive and defensive toward the large range of 
human feelings. People can be helped significantly 
only when they are enabled to help themselves. In 
helping others, the student must imaginatively enter 
into their situations. This makes demands on him as 
a person and removes him altogether from the role of 
manipulator or arranger. Professor Morris said that 
there are four central concepts with which the student 
must come to terms: (1) the ubiquitous nature of un- 
conscious processes; (2) the persistent effects of previ- 
ous (particularly early) experiences in later life; (3) 
the coexistence and dominating influences of love and 
hate; and (4) the protean character of the defensive 
maneuvers that the ego can call to its aid. 


Maria Pfister of the World Health Organization 
spoke of the need to strengthen the National Health 
Services—particularly by training and demonstration 
projects—to meet emergency needs. She explained 
that, through WHO, 70 experts representing 35 coun- 
tries form a psychiatric panel and are able to exchange 
information. Their principal areas of concern are 
epidemiology, uniform classification, and research; 
training, particularly of the family doctor and public 
health officer; integration of mental health and public 
health efforts; child and family guidance; and public 
education. 


A Quality Film Program 


The film program was especially interesting. ““The 
Mental Health Year,” produced in the United States 
by the Mental Health Film Board under the direction 
of Dr. M. Ralph Kaufman and Mrs. Alberta Jacoby, 
was well received. It has superb sections that could be 
cut for use in this country. 


An intriguing film, “Uprootedness,” was shown to 
the assemblage. It was prepared by Professor J. Delay 
(France) and illustrates the dissolution of the art form 
when an artist acquires schizophrenia. A fascinating 
example shows the artist’s self-portrayal, done before 
his illness, as a cat with very piercing eyes. As he be- 
came ill, the backgrounds of all self-portraits dissolved 
into an intricate Persian-type design; then the figure 
and finally the face disappeared. Only the eyes were 
left, but eventually, they, too, became indistinguish- 
able. In nearly all of the film’s portraits by schizo- 
phrenic artists shown in the film, the background was 
the first to dissolve, then the figures and features. As 
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recovery occurred, the features became recognizable 
before the background. 

Another film, in excellent color, produced by 
J. A. R. Bickford (United Kingdom), portrayed the 
rehabilitation of long-stay mental patients. Chronic 
schizophrenics were shown in work situations, directed 
by nurses acting as rehabilitation therapists. The film 
demonstrated how nurses could be used to carry out 
the programs without the need for additional money 
or elaborate facilities. 


New Officials Installed 


During the business session of the Congress, Dr. 
George S. Stevenson (U. S.) was installed as president. 
The new president-elect is Dr. Phon Sangsingkeo (Tai- 
wan), and Dr. Francis Cloutier (Canada) was ap- 
pointed to be the new director of the World Federa- 
tion of Mental Health, replacing internationally 
known Dr. Jack Rees, who is retiring. 

It is good to be able to report that the World 
Federation is now soundly financed. Its next meeting 
will be held in August 1962 in Lima, Peru. 


In closing the Congress, Professor Sivadon spoke 
hopefully of a world community built upon the rela- 
tionships between people. Man’s movement toward in- 
terdependence, he said, requires that he assume respon. 
sibility for himself and demonstrate responsible action 
toward others. 

The conference widened every participant’s un- 
derstanding of shared problems and of a commonality 
in objectives. The workshop sections, held each after- 
noon, brought one into intimate contact with dedi- 
cated research workers reporting studies in progress, 
Field trips to hospitals and clinics gave convincing evi- 
dence that new approaches to old problems could be 
found. The evening social occasions included a night 
at Versailles after a banquet in the Orangery, and a 
night at the ballet to see Jeanmaire. 

I particularly enjoyed the opportunity to chat 
informally with Drs. T. P. Rees of England, S. Follin 
of Ville Evrard, and Paul Sivadon. Professor Silva of 
Brazil and Dr. Carebedo of Peru expressed genuine in- 
terest in developing some more effective methods of 
cooperation between the American Psychiatric Asso- 
ciation and South American psychiatrists. e 


The Potent Eunuch 


The operating machinery of the hospital is there for 
all to see. The contributions of nurses, attendants, 
clerks, gardeners, and cooks are seen by even the most 
casual visitor. The fruits of their labors are obvious. 


By Dr. WHATSISNAME 


Totally invisible, however, is the work of admin- 
istration. Leadership does not usually lend itself well 
to display. It is sensed rather than seen. The superin- 
tendent has to use people as his instruments, his ob- 
jective being to provide a climate in which they can 
do their work well. The links from his office to the 
work in the ward, kitchen, or grounds form an invisi- 
ble chain. In a sense he is impotent because he is 
utterly dependent on the achievements of hundreds 
of other employees. 

It is right that those on the front lines receive 
credit for what they do—watching over patients, pull- 
ing files, carrying food, pouring medication, planting 
shrubs. And if the fruits of the superintendent's la- 
bors are not so obvious, he does at least enjoy the 
lion’s share of material rewards such as pay, power, 
and prestige. 

To the patient, to the visitor, to the employees, 
the superintendent is a czar. But he knows that he is 
in reality a eunuch, the prisoner of his own person- 
nel. Somehow he must start a ferment in the minds 
of hundreds of employees. Eunuch he may be—but 
he is a potent eunuch who can beget enthusiasm and 
dedication in his staff. 
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District 


Branch News 


District Branches and MHS Awards 


On page 24 of this issue is the announcement of the 
1962 Mental Hospital Service Achievement Awards 
contest. Once again, the Committee, with approval 
of the Speaker of the Assembly, is requesting local 
District Branches to make site visits to all facilities 
submitting applications. 

The 1961 Awards Committee profited greatly 
from the ready and rewarding responses of all the 
District Branches approached. So enthusiastic were 
the members that all but two out of 15 Branches met 
the deadline, and the latecomers were not too tardy 
for their reports to be of value. The pertinent in- 
formation supplied influenced the final decisions made 
by the Awards Committee. Most gratifying were com- 
ments made by some respondents that the request 
gave them a good excuse to go to mental hospitals 
which they had not visited in many years. 

Stewart T. Ginsberg, chairman of the 1962 
Awards Committee, earnestly hopes that the District 
Branches will repeat this enthusiastic response when 
they receive their copies of local applications. 


Connecticut—Confidentiality for Psychiatric Records 


The Connecticut Legislature has passed a bill provid- 
ing full confidentiality for psychiatric records and the 
governor has signed it. William B. Terhune, M.D., 
largely responsible for promoting the bill, received the 
support of the State Medical Society, the Connecticut 
District Branch, and the Connecticut Society for Men- 
tal Hygiene. He wrote an editorial that appeared in 
the Connecticut Journal of Medicine and mailed a 
copy to every doctor in the state, giving him the num- 
ber of the bill, and asking him to speak personally to 
his representative or senator. Dr. Terhune also per- 
sonally appeared before the state legislature. 


Kansas—Proposed Amendment to Constitution 


The Council of the Kansas Psychiatric Society has 
proposed a constitutional amendment to allow elec- 
tion of members by mail ballot. Applications for mem- 
bership now are received and examined by the Mem- 
bership Committee and then presented to the Council. 
Following approval by the Council, the names of ap- 
plicants are circularized to the members, and appli- 
cants are elected to membership at a regular meeting 
of the Society. This procedure delays applications be- 
cause of the infrequency of Council and Society meet- 
ings. The proposed amendment would allow election 


to membership by an affirmative vote of two thirds of 
the members present and voting at a regular meeting 
or by the affirmative vote of two thirds of the members 
responding to mail ballot. 


California—Recommendations on Narcotics Bills 


The Committee on Therapy of the Northern Cali- 
fornia Psychiatric Society has made recommendations 
to the Society concerning narcotics bills which have 
been introduced in the California Legislature. The 
bills are of three basic types: (1) greater penalties for 
narcotic addicts; (2) increased police power in addic- 
tion cases; and (3) treatment and rehabilitation of 
addicts. 


The Committee recommended that the Society 
oppose the increased-penalty bills, but strongly sup- 
port those on treatment and rehabilitation. Commit- 
tee members concurred that it would be unwise for the 
Society to directly intervene in the proposals to in- 
crease police power since such legislation does not 
directly relate to the objectives and functions of 
psychiatry. The Committee, however, considered in- 
creased police powers unnecessary and unwise. 


—Liaison with Probation Departments 


The Los Angeles County Probation Department fre- 
quently needs to refer children, and occasionally 
adults, for treatment by psychiatrists in private prac- 
tice. The department has experienced some difficulty 
in locating services, partly due to a shortage of psychi- 
atrists in certain areas and partly due to inadequate 
communication from the psychiatric profession re- 
garding available private services. The Southern Cali- 
fornia Psychiatric Society is attempting to work out 
means whereby information can be transmitted to the 
probation department regarding the society members 
who are willing to accept such referrals. 


New Jersey—Ninth Annual Psychiatric Institute 


The N. J. District Branch in conjunction with the 
N. J. Neuro-Psychiatric Institute and the N. J. Neuro- 
psychiatric Association sponsored an institute on the 
theme, “Stress.” The papers read were entitled “Stress 
and Pain,” “Stress and its Relationship to Headache,” 
“Stress Involved in the Grief Process,” and “Stress and 
Experimental Neuroses in Animals in Relation to Hu- 
man Neuroses and Prejudices.” Walter E. Barton, 
M.D., president of the APA, presided at the one-day 
session. 
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Resembling a typical boardinghouse, Rutland Cor- 
ner House affords a bridge from hospital to home. 


A group of girls drinks coffee, washes and irons the 
small things, and chats as in a college dormitory. 


Mealtimes are fun times, with pleasant linen, china, and 
chat. Claire Gomness, director, is at the head of the table. 


Domestic “KP” can be fun with a companion. 


A Halfway House 


CorNER House, an unpretentious three- 
story building near one of the busiest thorough- 
fares leading into Boston, is licensed as a boarding- 
house. Few of its neighbors realize that the nine 
women who live there formerly were patients at the 
Massachusetts Mental Health Center, located just 
across the street. | 

Since its establishment as a halfway house in 
1954, Rutland Corner House has handled 98 ex- 
patients, To date, all but one have come from the 
mental health center, but the house now offers its 
services to other psychiatric hospitals in the city. 

The professional staff of the mental health center 
provide psychiatric consultation for the girls when 
necessary and also maintain a good working relation- 
ship with the director of the house, Miss Claire 
Gomness, and the assistant director and housekeeper, 
Mrs. Gertrude Goldsmith. Sometimes a student psy- 
chiatric social worker is added to the staff, working 
part-time and “living-in” with the other residents. 
A janitor does the heavy chores. 

Before admission, the prognosis and background 
of a prospective resident is discussed by an admission- 
discharge committee, composed of staff members of 
the mental health center and members of the house's 
Board of Managers. The patient will then have one 
or two interviews with Miss Gomness and may even 
stay to have dinner with the other residents. Miss 
Gomness makes the final decision as to whether or 
not a girl will be admitted; only she can appreciate 
the effect of introducing a new member into her 
family-like group. 

Once the patient is accepted as a resident, her hos- 
pital doctor prepares a summary of her emotional 
history and hospital experience and tells Miss Gom- 
ness what problems may present themselves. Termi- 
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Healthy companionships develop from mutual help. 


With Family Feeling 


nation of residence also is reviewed by the admission- 
discharge committee. 

The women are of different national, cultural, 
educational, and religious origins, with ages ranging 
from 16 to 40 at the present time. Each one must 
have some sort of constructive occupation during her 
stay in the house. When this article was being pre- 
pared, one resident was working full time and an- 
other part time in a speech clinic; one worked half 
time at a bank; one was attending a beauty culture 
school; and another, in anticipation of attending 
junior college, was working toward her high school 
diploma. Still another spent her days at a secretarial 
school. At any one time, one third of the residents 
may be on the day-care program of the center. 

Each girl pays $15 a week for room and board. 
This money comes from earnings, savings, families, 
insurance, unemployment compensation, or disability 
and direct welfare funds. A capital endowment pro- 
vides the rest of the operating income for the house. 

Rutland Corner House, by its friendly warmth 
and understanding permissiveness, offers each resident 
companionship in a group with supportive individual 
attention from a staff experienced in rehabilitating 
the mentally ill. The small group of carefully se- 
lected residents makes for a cohesiveness that reflects 
a desirable quality of family life. 

If an ex-mental patient is to make a success of 
his final readjustment to community life, it is im- 
portant for him to learn or relearn social skills as 
soon as he leaves the hospital and before he tries to 
assume full responsibility for independent living. A 
halfway house, if it maintains a good working rela- 


tionship with the referring hospital, can serve as this. 


needed stepping stone between psychiatric illness and 
readjustment. 


Dates? By all means. This girl receives a Sunday caller. House 
rules are few—those which would prevail in any ordinary home. 


Reading, knitting, making a hooked rug, and kibitzing 
others’ activities occupy evenings for the stay-at-homes. 


The television is always a natural focal point. Choos- 
ing and watching programs lead to pleasant girl-talk. 
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ANNOUNCING 


The 


1962 
IN G Mental 
Hospital 
Service 

N Achievement 
Awards 

Competition 


CLOSING DATE FOR APPLICATIONS 


MARCH 1, 1962 


N ORDER TO GIVE THE ACHIEVEMENT AWARDS COMMIT- 
I TEE, a subcommittee of the Mental Hospital Service 
Board of Consultants, sufficient time for its delibera- 
tions, the closing date for applications for the 1962 
Achievement Award Competition will be March 1, 
1962. 

The Awards Committee wiil consider any type of 
program for recognition, although they hope to find 
new and promising approaches to the whole problem 
of treating the mentally ill and mentally retarded in 
hospitals, clinics, or other facilities. Any legitimate 
psychiatric facility in the United States or Canada is 
eligible to make application: public or private men- 
tal hospitals, psychiatric units in general hospitals, 
schools/hospitals for the mentally retarded, mental 
health centers, outpatient clinics, etc. There will be 
no classification of awards according to the type of 
facility. 

In 1962 the Committee hopes to award three 
plaques—gold, silver, and bronze—for the three pro- 
grams that, in their opinion, most merit such recog- 
nition. 


District Branches To Aid in Evaluations 


As during the 1961 contest, local District Branches 
will be requested to visit each facility making an appli- 
cation, in order to help the Committee make evalua- 
tions and to add additional background information 
to assist toward the final decision. 

The closing date for applications, as stated above, 
is March 1, 1962. Six copies of each application should 
be sent to the APA Central Office in Washington, D. C. 
Applications must not be more than six pages long, 
typewritten and double-spaced on one side of 814” 11” 


paper, but supporting material, in the form of addi- 
tional documents, charts, photographs, or newsclip- 
pings may be included. Such supporting material 
should be pasted or otherwise attached to an 814”x11”" 
sheet and clipped to the back of each copy of the 
written application. Six copies are needed. Please do 
not mount photographs, newsclippings, charts, etc., 
into albums. 

All applications and supporting material become 
the property of the APA and will not be returned, 
except by special request, after the competition is 
over. Only four of the six sets of material will be re- 
turned on receipt of such requests. 


Presentations To Take Place at MHI 


As in previous years, the winners of the Achieve- 
ment Awards will be announced and the plaques pre- 
sented during the annual Mental Hospital Institute. 
Information about the winning programs will be pub- 
lished in the November 1962 issue of Mental Hospitals, 
and in the earliest possible issues of the APA News- 
letter, and The American Journal of Psychiatry. 

The chairman of the 1962 Committee is Stewart 
T. Ginsberg, M.D., of Indiana. Serving with him are 
Hayden H. Donahue, M.D., Arkansas, and I. Herbert 
MacKinnon, M.D., Georgia. Robert S. Garber, M.D., 
New Jersey, will continue to act as consultant to the 
Committee. 


Address applications to: Stewart T. Ginsberg, 
M.D., Chairman, MHS Achievement Awards Com- 
mittee, American Psychiatric Association, 1700 18th 
Street, N.W., Washington 9, D. C. 
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WORKSHOP FOR SUPERVISORY PERSONNEL 
AT STATE INSTITUTIONS FOR THE MEN- 
TALLY RETARDED—The Western Interstate Com- 
mission for Higher Education held its first regional 
workshop for top-echelon supervisory personnel em- 
ployed in state institutions for the mentally retarded. 
The three-week staff development program provided 
opportunity for ten trainees to visit and work in four 
institutions in the state of Washington. During their 
training, the trainees were guests in the homes of em- 
ployees who hold comparable positions. 


SCHOOL FOR THE MENTALLY RETARDED— 
Governor Rockefeller of New York has announced 
the completion of preliminary plans for site develop- 
ment of a school for the mentally retarded at Mt. 
McGregor in Saratoga County. A $17-million, long- 
range construction program has been proposed. 

New construction will include a school building, 
a medical-surgical building, buildings for the se- 
verely retarded, residence cottages for school chil- 
dren, and training and rehabilitation facilities. The 
new housing facilities will be built in a modified 
cottage arrangement with adjacent recreational areas 
and a centralized play field for major institutional 
programs. New buildings will house 1,180 patients 
in addition to the 345 who will be accommodated 
in the existing facilities after renovation. The site 
is adequate for expansion to provide for a total of 
2,800 patients, if necessary. 


COMMUNITY CARE PROGRAM FOR _ RE- 
TARDED INFANTS—In New York City the State 
Department of Mental Hygiene will offer through 
N.Y. Medical College and Flower and Fifth Avenue 
Hospital, a comprehensive program for community 
care of retarded infants and their families. The pur- 
pose of the program is to reduce the need for institu- 
tionalization of such children. The children will be 
selected from among mongoloid retardates under 
five years. They will receive medical, psychiatric, and 
social work services prior to, during, and at the con- 


clusion of the study. Counseling for parents will also 
be provided. 


MENTAL HEALTH STATISTICS—Chief mental 
health statisticians from 16 Southern states attended 
the annual regional conference on mental health 
Statistics at Louisville, Ky. in October. The conference 
was originated in 1958 under the encouragement of 
the Southern Regional Education Board. The pur- 
pose of the conference is to improve the interchange 


of data between states and foster cooperation in the 
design and preparation of studies about mental health 
or illness. Some of the topics discussed at Louisville 
included the compiling of statistics for outpatient 
facilities and for over-all mental health programs in 
the states, problems in statistical reporting for mental 
health facilities other than hospitals, and medical 
records management and their usage as sources of 
statistics about mental health and illness. 


REGISTRY OF MENTAL RETARDATION CASES 
—The Southern Regional Education Board, Atlanta, 
Ga., is maintaining the Rare Case Registry to help 
research persons gain access to information about rare 
forms of mental retardation. The registry serves as 
a clearinghouse for information about the location 
and incidence of rare cases in the South for profes- 
sional persons employed in academic or clinical facil- 
ities anywhere in the 15 Southern states supporting 
SREB’s mental health training and research pro- 
gram. Researchers from any discipline or profession 
concerned with mental retardation may have access 
to the registry. 


EDUCATION PROGRAM FOR ADOLESCENTS— 
A high school education program has been organized 
for the increasing adolescent population at McLean 
Hospital, Belmont, Mass. It is hoped that this pro- 
gram will have state-approved courses and that the 
course credits will be transferable to other accredited 
schools when the patient returns to the community. 
The program is planned for eventual expansion to 
include adult education classes. 


FURNITURE FOR CAROLINE—Patients of .the 
U.S. Public Health Service Hospital, Ft. Worth, 
Texas, made a settee and a rocking chair for Caroline 
Kennedy. Mrs. Kennedy has expressed her apprecia- 
tion in a letter to the hospital’s medical officer in 


- charge, Robert W. Rasor, M.D., for the thoughtful 


gesture of the patients. She thinks the furniture is 
“lovely and beautifully made.” 


HOSPITAL CLOTHING STORE — Milledgeville 
State Hospital, Ga., is establishing a clothing facility 
for its patients. A building is being converted to pre- 
sent the appearance of a regular clothing store, with 
racks, showcases, mirrors, and dressing rooms. The 
Georgia Association for Mental Health wili cosponsor 
the project, and the cooperation of the people in 
Georgia is invited. Clothing will be donated to the 
store and distributed to the patients, free of charge, 
on the basis of need. 
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HE COOPERATION AND SUPPORT of the American 

Legion Auxiliary Units of Nassau and Suffolk 
Counties have made it possible for our hospital to pro- 
vide patients with the opportunity of sharing in the 
joy of giving at Christmas time. 

For about 15 years the Auxiliary has provided 
Christmas gifts for patients in VA hospitals through- 
out the country to send to their loved ones. Here at 
Northport, our present recreation staff began to help 
with the “Gift Shop” ten years ago, when approxi- 
mately 600 patients were being served—a compara- 
tively small number, and certainly not all of those who 
would have liked to take part. Our experience through 
the years has enabled us to introduce many refine- 
ments and shortcuts, so that today 1,700 of our 2,400 
patients participate in the course of one ordinary 
eight-hour day. 

Why are we able to serve nearly three times as 
many patients as 12 years ago? Because the activity 
has come to be accepted as useful by all divisions of 
the hospital; every department feels a responsibility. 

When Gift Shop day rolls around, a great deal of 
preliminary work has already been accomplished. The 
staff physician and his ward team have prepared 
gummed labels that are addressed to the recipient, and 
indicate his relationship to the patient. When the 
patient leaves the ward, a nurse gives him his labels. 

Preparation of the recreation hall starts at 8:00 
o'clock on Gift Shop day. Housekeeping helps to pre- 
pare the hall (and to clean up afterward), Engineer- 
ing moves tables and provides decorative Christmas 
trees, Laundry loans laundry carts for moving and 
sorting mail, the Canteen Officer takes orders for sand- 
wiches for volunteers, Medical Illustration takes pic- 
tures to present to the Auxiliary, and Nursing cooper- 
ates to insure that every interested patient participates. 

When the first group of patients arrives, some 200 
American. Legion Auxiliary volunteers are on the 
scene. A volunteer meets each patient, assists him in 
selecting a gift and in filling out a gift card, and es- 
corts him to the wrapping table. Then the patient 


Patients Share 


“The Joy of Giving” 


By EDWIN A. SHERIDAN, M.A. 

Chief, Recreation Section 

and ARNOLD A. SCHILLINGER, M.D. 
Director, 

Veterans Administration Hospital 

Northport, New York 


leaves the hall and his package starts through the pro- 
duction line, where it is wrapped, tied, labeled, 
weighed, stamped with precanceled stamps, and put 
into a mail bag. 

This part of the process continues in the recrea- 
tion hall until about 2:30; in the meantime, similar, 
smaller gift shops have been operating on seven wards 
for patients unable to come to the recreation hall. 

Now all volunteers and participating staff mem- 
bers turn to completing the wrapping and mailing. 
The local post office supplies a mail clerk, and with his 
help the packages are sorted into bags according to 
destination. Thereby, the post office is able to place 
all gifts on trucks that same day. 


The Reward of Giving 


It was a far different story a few years ago, before 
we had learned the many streamlining procedures that 
we now use. As a single example, the lack of a sort- 
ing procedure sometimes resulted in the packages 
sitting untouched at the post office for several days 
because of the Christmas rush. 

Mrs. Lena Bimlere has been chairman of the Gift 
Shop several times. She says, “We used to work twice 
as hard and twice as long and still couldn’t take care 
of everyone who wanted to take part. Now, we know 
in advance how many there will be, so we are able to 
plan gifts, money, help, and time so well that every 
patient interested is able to participate.” 

We feel the Gift Shop serves several useful pur- 
poses. For the Auxiliary, it means an opportunity to 
fulfill the pledge that veterans will not be forgotten; 
for the hospital, it provides an opportunity to cooper- 
ate with a volunteer organization for the benefit and 
welfare of the patient; for both hospital and Auxili- 
ary, it enhances good relations with the community. 
But most important, the Gift Shop provides patients 
the opportunity to remember their own loved ones at 
Christmas time—to share in the rewarding experi- 
ence of giving. 
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A Festive Program 


for the Holidays 


EvANsviLLeE STATE Hospirat (Indiana), we 
were determined last year that “left-behind” 
patients would have an opportunity to share in the 
joy of Christmas, so we initiated a program of “mixed 
company” buffet dinner dances. Six gala evenings 
provided patients with an “out-of-this-world” holiday 
buffet, thanks to cooperative efforts of our Dietary 
and Recreational Therapy Departments, who deco- 
rated the employees’ dining room with a large Christ- 
mas tree, twinkling stars, and a brick fireplace hung 
with stockings. A buffet table, complete with turkey, 
baked ham, and roast beef, and individual tables dec- 
orated with Yule logs, candles, and candy canes con- 
tributed a festive note. 

Each group of 140 men and women patients went 
through the buffet line together, then were seated to- 
gether to dine to background music of strolling ac- 
cordionists provided by the Evansville Musicians’ Lo- 
cal #35—which also furnished an orchestra for danc- 
ing. 

Staff members and convalescent patients served 
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as hosts and hostesses, waiters and waitresses, cooper- 
ating in setting tables, serving potatoes, scraping 
dishes—whatever needed to be done. 

The highly successful program is now planned as 


an annual event. 
Ora R. ACKERMAN, M.Ed. 


MARGARET GOFFINET, B.S. 
ALLEN W. Gruss, M.S. 


A Christmas Project 
for the “‘Unremembered” 


OST OF US THINK OF HOLIDAYS as happy days when 
M ordinary cares are forgotten and we spend joyful 
hours with friends and loved ones. It is exactly at 
these times that the forgotten person is likely to feel 
his loneliness most acutely. Two years ago, we took 
stock of what we were doing at Central State Hos- 
pital, Indianapolis, to create a happy Christmas Day 
for our patients—and we decided some changes were 
called for. 

On Christmas morning, the chaplain conducted 
appropriate services. But gifts had already been dis- 
tributed as they had been received; pre-Christmas 
parties, generously provided by our state Association 
for Mental Health, were already memories; and many 
patients had gone home for the holidays, creating a 
“left-behind” feeling for those in the hospital. Saddest 
of all, 1,400 out of 2,200 patients—more than half— 
received no Christmas remembrance at all. 

To transform Christmas from a gloomy day 
fraught with nostalgia for past and happier times, we 
first of all changed our procedure for handling incom- 
ing gifts. Packages were opened, the contents recorded, 
and acknowledgments sent as usual; but then, except 
for perishable items, we held everything for distribu- 
tion on Christmas morning. 


For the 1,400 patients whom nobody remembered, 
we collected gifts not needed for the Mental Health 


Association parties and gifts donated by clubs and in- 


dividuals. We enlisted the cooperation of our cloth- 
ing and marking rooms in providing colorful wrap- 
pings. We supplied ward lists and lists of packages 
received; the workers in the marking rooms then 
wrapped everything beautifully, ready to fill the ward 
barrels at the last minute. Each year, it has been touch 
and go—but somehow, we've found on Christmas 
morning that every gift was wrapped, and there was 
something for every patient, thanks to many thought- 
ful friends. 

Those who donated the gifts and the time to make 
this possible would feel more than rewarded if they 
could see the difference—now that Christmas morning 
provides a note of cheer for patients who would other- 
wise spend a dreary, ‘““unremembered” day. 

C. L. Wittiams, M.D.,Superintendent 
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INBRIEF\N nid, brand of nialamide, is 1-(2-[benzylcarbamy]] 
thyl) -2-isor cotinylhydrazine, a well tolerated antidepressant 

t may cor:ect or relieve depression on once-a-day dosage. 

jications: })° pressive syndromes of varying degrees of severity 
my be respe:sive to Niamid including: involutional meian- 
rholia, postpartum depression, depressed phase of manic-depressive 
action, sen'ic depression, reactive depression, schizophrenic 
action wit! depressive component, psychoneurotic depression. 
n neurotic or psychotic patients, Niamid may normalize or 
favorably modify aberrant or excessive reactions and symptoms 
of depression such as: phobias, guilt feelings, dejection, feeling 
of inadequacy, discouragement, worry, uneasiness, distrustful- 
ness, hypochondriacal and nihilistic ideas, difficulty in concentra- 
tion, insomnia, loss of energy or drive, indecision, hopelessness, 
helplessness, decreased functional activity, emotional and physi- 
al fatigue, irritableness, inability to rest or relax, sadness, 
anorexia and weight loss, and withdrawal from society. In the 
withdrawn patient, Niamid may elevate the mood so that there 
is increased activity, increased awareness and interest in sur- 
roundings, and in- 


mouth, blurred vision, increased perspiration, constipation, mild 
skin rash, mild leukopenia, and epigastric distress may be obvi- 
ated or modified by reductions in dose. Effects due to monoamine 
oxidase inhibition persist for a substantial period following 
discontinuation of the drug. Precautions and Contraindications: 
Hepatic toxicity has not been reported in extensive clinical stud- 
ies. However, if previous or concurrent liver disease is suspected, 
the possibility of hepatic reactions and liver function studies 
should be considered. The suicidal patient is always in danger, 
and great care must be exercised to maintain all security precau- 
tions. The apathetic patient may obtain sufficient energy to harm 
himself before his depression has been fully alleviated. Niamid 
may potentiate sedatives, narcotics, hypnotics, analgesics, muscle 
relaxants, sympathomimetic agents, thiazide compounds and 
stimulants, including alcohol. Caution should be exercised when 
rauwolfia compounds and Niamid are administered simultane- 
ously. Rare instances have been reported of reactions (including 
atropine-like effects, and muscular rigidity) occurring when 
imipramine was administered during or shortly after treatment 

with certain other 
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response to other anti- 
depressant therapy 
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favorable response to 
Niamid. Relief of de- 
pression may also be 
evidenced by elimina- 
tion or reduction of 
the need for somatic 
therapy, such as elec- 
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suffering from depres- 
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particularly useful for depressed 
office patients because Niamid 


Remission of depression—smoothly, gradually, 
without “jarring.” Parker! reports that although 
Niamid is a slow-starting drug it produces a smoother 
effect than certain other antidepressants—those causing 
exaggerated CNS stimulant effects such as jitteriness, 
pressure of activity. “This is an advantage of nialamide 
[NIAMID] because such side effects frighten depressed 
patients and retard their improvement.” 

Notably low incidence of serious complications or 
side effects. After laboratory tests of patients on 
Niamid therapy, Ayd et al.? found: “Thus, in contrast 
to other antidepressants, nialamide [N1AMID] has not 
caused anemia or any disturbance in renal or hepatic 


Convenience of once-a-day dosage. 


1. Parker, S.: Dis. Nerv. System 20:2, Dec., 1959. 
2. Ayd, F. J., Jr., et al.: Dis. Nerv. System 20 (Suppl. ):34, Aug., 1959. 


drugs that inhibit 
monoamine oxidase. 
In Cardiology: The 
central effects of 
Niamid may encour- 
age hyperactivity and 
the patient should be 
closely observed for 
any such manifesta- 
tion. Orthostatic hypo- 
tension or hyperten- 
sive episodes occur in 
a few individuals and 
cardiac patients should 
be carefully selected 
and closely supervised. 
In Epilepsy: Although 
in some patients thera- 
peutic benefits have 
been achieved with 
Niamid, in others the 
disease has been ag- 
gravated. Care should 
be exercised in the 
concomitant use of 
imipramine, since 
such treatment with 
monoamine oxidase 


with angina pectoris, 

Niamid has been found to be a useful adjunct to management 
through reduction in frequency of attacks and pain. Dosage: 
Suarting dosage is 75 to 100 mg. on a once-a-day or divided daily 
basis. This may subsequently be adjusted depending upon the 
tolerance and response. Responses to Niamid are not usually 
"pid, and revisions of dose should be withheld until at least 
a few days have elapsed at each level. Increments or decrements 
of 12V2-25 mg. are generally sufficient. A daily dosage of 200 mg. 
is the maximum recommended for routine use. (As much as 
30 fy. daily has been used in some patients.) Side Effects: 


Niamid, in clinical use, has been characterized by a significant 
ack of toxicity. It is generally well tolerated. Nervousness, 
Hestlessness, insomnia, hypomania, or mania, sometimes occur. 
Occasional headache, weakness, lethargy, vertigo, dryness of the 


inhibitors has been 
reported to aggravate the grand mal seizures. In Tuberculosis: 
Existing data do not indicate whether resistance of M. tuber- 
culosis to isoniazid may be induced with Niamid therapy; never- 
theless, it should be withheld in the depressed patient with 
coexisting tuberculosis who may need isoniazid. As with all thera- 
peutic agents excreted in part via the kidney, due caution in 
adjusting dosage in patients with impaired renal function should 
be observed. Supplied: Niamid (Nialamide) Tablets, 
25 mg.: 100’s — pink, scored tablets; 100 mg.:.100’s — 
orange, scored tablets: 
More detailed professional information available on request. 
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THE 
HOSPITAL 
STORE 


By R. F. DOWNEY, M.D. 
Superintendent 

Mayview State Hospital 
Pennsylvania 


VERY HOSPITAL SHOULD PROVIDE A CANTEEN where 
E patients and personnel can purchase candy, soft 
drinks, cigarettes, and tobacco. Yet so vulnerable is 
the administrator of a public institution that he may 
bitterly regret this “private enterprise” unless he has 
set up far more rigid safeguards than he would prob- 
ably think necessary if he were a storekeeper in the 
community. The most obvious dangers are pilfering, 
embezzlement, manipulation of funds, and payroll 
padding. Some critics will charge that the hospital 
store offers unfair competition to community shops, 
that certain vendors get preferential treatment, that 
the administrator has control of the profits, and that 
profiteering occurs at the expense of patients and per- 
sonnel. 

In spite of the disadvantages, however, “going to 
the store” is such a normal social function that a hos- 
pital canteen can provide genuine therapeutic advan- 
tages. Patients with funds can continue to make de- 
cisions. Refreshments and lunches break the monotony 
of institutional food. The store makes an excellent 
visiting area for relatives and friends, and if it is well 
conducted, its profits are a valuable source of revenue 
to provide many social functions, materials, and recre- 
ational equipment which relieve the dreariness of hos- 
pital life. 

At this 3,000-bed public mental hospital, we have 
a balanced program, including a main hospital store, 
two auxiliary canteens, and vending machines of all 
types. The gross business for the enterprises over the 
past three years has averaged $153,538 annually, with 
a net profit of 9.44 per cent or $14,650. A moderate 
reserve keeps the enterprises solvent. The hospital’s 
only contributions are floor space and utilities. About 
eight full-time employees and 20. patient-employees 
work in the program. 

We do not believe that vending machines alone 


will serve the hospital’s purpose. The few advantages 
they offer are greatly overbalanced by benefits to be 
derived from a live trading center. The obvious ad- 
vantages of mechanical merchants are availability of 
merchandise around the clock, minimal direct super- 
vision, simplified bookkeeping, and minimizing of 
pilfering. 

Their outstanding drawback is that they require 
purchasers to have a constant supply of small change. 
One nurse, in a hospital that provides only vending 
machines, estimated that she spent up to 20 per cent 
of her time obtaining and providing the 50 patients on 
her ward with the necessary change! 

The hospital is at the mercy of the machine own- 
ers, who, even if they are honest, share but a small 
portion of the profits. Insuring even this small take 
occupies a sizable portion of one employee’s duty time. 

Some people advocate the use of concessionaires 
to run a hospital store, but we believe very strongly 
that this is undesirable. At best, such a store requires 
considerable supervision and constant consultation to 
guarantee service in the best interests of the patients. 
The revenue to the hospital is limited, and patronage 
may become a troublesome issue. If no alternative is 
possible, the administrator should insist upon a fixed 
monthly income, but, even with this provision, the ar- 
rangement is not ideal. 


Paid Employees Versus Patient-Workers 


The therapeutic values of a hospital store are sufh- 
cient to justify the use of hospital personnel and volun- 
teers to start the project, but as soon as possible the 
administrator should hire a qualified manager and add 
other paid employees as they are needed. The condi- 
tions of employment, such as vacation, Social Security, 
sick time, and pay rates should parallel those prevail- 
ing in the community. Convalescent patients on leave- 
of-absence are often very efficient full-time employees. 
Patient-workers may also be used, and should receive 
token payment from three to seven dollars a week. 
Comments by other patients that the working patients 
get preferential treatment can be answered successfully 
with the explanation that employment in the store is 
open to any patient who is well enough and that the 
work performed in the store benefits everybody. 

Government by a board of directors of eight to 
twelve members is better than autocratic control by 
the administrator. The superintendent, however, 
should serve as chairman of the board and name other 
members on a rotating basis. These members could be 
drawn from the community and from the hospital 
personnel and, perhaps, include a representative from 
the hospital’s board of trustees, one person skilled in 
merchandising, and somebody from the volunteer serv- 
ice. Patients who could be useful generally stay in the 
hospital only briefly, but an ex-patient who has become 
a hospital employee can contribute greatly. 

The group’s name is important because respect 
for the group will equal the status implied by its name. 
This board should control the operation. It should 
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de.ide how many employees are needed, scrutinize 
fin. ncial reports, be certain that vendors provide good 
merchandise and a reasonable margin of profit for the 
ho.pital, guard the needs and rights of the patients, 
an. promote competition which is fair to the mer- 
chants of the community. To avoid frequent and te- 
dious meetings, a three-member operating committee 
can be assigned tasks and given authority to take any 
needed immediate action. 

The controlling group should also govern the ex- 
penditure of store profits. It is wise for them to adopt 
a rule that precludes the use of such profits for any 
purpose except for material, services, or entertainment 
that is useful, beneficial, and available to the majority 
of the patients. These funds should never be used as 
a convenience—to avoid state purchasing procedures, 
for instance, or to favor a special vendor or brand. 
They should never be used to make a purchase that 
should come out of the hospital’s operating budget. 
However, the board might decide to make one excep- 
tion—to spend such profits for a single building to 
house the store—with the understanding that this 
money will be refunded later. 

The operating expense of the hospital store should 
represent from 14 to 18 per cent of gross sales; the net 
profit should be between 6 and 9 per cent. Merchan- 
dising will have to be efficient to yield this profit, since 
tobacco products, with a very small margin of profit, 
make up the bulk of gross sales. Any pilfering of these 
items can be financially catastrophic, and for this rea- 
son, most hospitals install cigarette-vending machines 
as well. We recommend outright purchase of the ma- 
chines at the earliest possible time; this is more profit- 
able than a commission-type arrangement. 


Developing a Medium of Exchange 


To eliminate the problem of cash, the hospital 
must devise a medium of exchange for patient-trade. 
Metal tokens would be ideal, as they could also be 
used in vending machines, but their cost is prohibitive. 
We don’t recommend store cards involving a punch 
system, although they are very cheap, because the 
liability in outstanding cards is impossible to deter- 
mine without a time-consuming system of keeping 
duplicate cards on file to be punched simultaneously 
with every purchase. Coupon books best meet the 
problem, and any hospital with a print shop can pre- 
pare a creditable product. If there is no print shop, a 
substitute can be made by printing coupons on sheets 
and letting patients assemble them into books. If they 
are purchased from outside, some firms charge 5 per 
cent of the monetary value represented. 

The store’s prices should be in line with those 
charged by stores of like size and type in the com- 
munity. Commissary privileges for personnel and the 
privilege of direct purchase from wholesalers will bring 
little other than grief to the administrator. 

Among the controls we recommend are the follow- 
ing: 

* A total inventory at least twice a year or, better 
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still, every three months. A member of the Board of 
Directors should be present during this inventory. We 
recommend quarterly or biannual inventories rather 
than annual ones because the stock has a rapid turn- 
over. 

© The services of a protective agency, such as “Will- 
mark.” Such service provides supervision and encour- 
ages better service to customers and discourages dip- 
ping into the till. Its cost is scaled to the operation’s 
size. 

© The services of a certified public accountant. His 
fee will not be large, and he will detect leaks and de- 
fects in operation sooner than anybody else. As part 
of his service, he will supply a monthly statement of 
cash receipts and disbursements and a quarterly or bi- 
annual profit-and-loss report. 

¢ The manager of the canteen must be bonded, and 
a blanket bond for all employees is prudent. The ex- 
pense rarely precludes such bonding. 

¢ A minimum of three bids should be obtained for 
all nonexpendable purchases for the store, such as 
furniture and fixtures, and for all material and items 
purchased out of the profits for the use of patients. 

¢ A small percentage of the profits should be de- 
posited in a savings account or in bonds until a re- 
serve is created equivalent to the gross business of an 
average month. ° 


More Vitamin C than in Fresh 
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DELUXE INSTANT 


Each 4-oz. serving contains more ,° 
than 70 milligrams of Vitamin C. -° 


V Nothing to add but water . 
High Nutrition—Low Acidity 


So easy to prepare! A 2-lb. 
vacuum-packed tin of the 
new Lasco Orange Break- 
fast Drink Granules 
and 2 gallons of water 
make 69 four-ounce 
servings . .. deli- 
cious, nutritious 
and economical! 


And Your Old Favorites 
DELUXE 
FROTHY 
GRANULES 


° —in 15 delicious flavors (Orange, 
Pe Lemon, Lime, Grape, Pink Lemon, 
WRITE - Fruit Punch, Orange Pineapple, etc.). 
‘ .” An 8-oz. serving contains 30 milligrams 

for complete .* of Vitamin C (and 4000 U.S.P. Units of 
details! .” Vitamin A in some flavors). The 10-oz. jar 

* makes 7 gallons of beverage for less than 

2¢ an 8-oz. glass! 
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brand of imipramine hydroch ric 


During the declining years, frustration aris- 
ing from declining capacity to participate 
in social and family activities often leads 
to depression, manifested frequently in 
unpredictable swings of mood.! 


The value of Tofranil in restoring the de- 
pressed elderly patient to a more normal 
frame of mind has received strong support 
from recent studies.!3 Under the influence 
of Tofranil, such symptoms as irascibility, 
hostility, apathy and compulsive weeping 
are often strikingly relieved with the result 


that life becomes easier both for the pa- 
tient and those around him. 


Since the dosage requirements of elderly 
patients are lower than those of the non- 
geriatric patient, Tofranil is made available 
in a special low dosage 10 mg. tablet 
designed specifically for geriatric use. 
Full product information regarding dos- 
age, side effects, precautions and contra- 
indications available on request. 
References: 1. Cameron, E.: Canad. Psychiat. 
A. J., Special Supplement 4:S160, 1959. 


2. Christe, P.: Schweiz. med. Wchnschr. 90:586, 
1960. 3. Schmied, J., and Ziegler, A.: Praxis 
49:472, 1960. 


Tofranil®, brand of imipramine hydrochloride: 
Triangular tablets of 10 mg. for geriatric use; 
also available, round tablets of 25 mg., and 
ampuls for intramuscular administration only, 
each containing 25 mg. in 2 cc. of solution 
(1.25 per cent). 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 
Ardsley, New York 10-657-63 
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FILM 
REVIEWS 


MICHAEL — A MONGOLOID 
CHILD (14 minutes, black and 
white, produced by the Ministry of 
Health, England. Distributed by 
New York University Film Library, 
26 Washington Place, New York 3, 
N. Y.) 


Even before the Kennedy Adminis- 
tration we have seen an upsurge 
of interest in mental retardation, 
with more federal and state money 
being appropriated to initiate vari- 
ous kinds of programs for the re- 
tarded. One result of this activity 
has been a noticeable increase of 
educational material (films and 
pamphlets) designed to interpret 
the problems of mental retardation 
to the general public. We have re- 
viewed here such excellent films as 
“Beyond the Shadows” and “Eter- 
nal Children,” both of which em- 


phasized retardation as a commu- 
nity problem and suggested ways of 
handling it (e.g., day-care centers) . 
Although we were shown mentally 
retarded children in these films, it 
was perhaps inevitable that the 
chief emphasis was on the prob- 
lem, rather than on the children 
themselves. Now we have a film, 
“Michael—A_ Mongoloid Child,” 
which is all about one retarded 
child. 

Teen-aged Michael lives fairly 
happily with his family on a potato 
farm in England. There are plenty 
of simple tasks to keep him busy, 
but he has time to play, too. The 
family, a large one, lovingly accepts 
Michael and his limitations, recog- 
nizing that although he does not 
have the worries of most teen-agers, 
neither does he have the pleasures. 
He irritates them at times, but not 
more so than their other children. 
Like many mongoloids, Michael is 
intensely fond of music and is al- 
lowed to select phonograph records 
at the family’s tea-time. Because 
he is “on camera” practically all of 
the film’s 14 minutes playing time, 


we get to know Michael fairly inti- 
mately. Furthermore, we get to 
know him as a child—admittedly 
a rather special child—rather than 
as a problem. And herein lies the 
film’s chief virtue. 

“Michael” is a curiously ap- 
pealing little film that will be use- 
ful to show to the general public 
to enlist more interest in retarda- 
tion programs; it may also be used 
with students of medicine, nursing, 
psychology, and social work. Staffs 
of institutions for the mentally re- 
tarded and parents of mongoloid 
children will find nothing especi- 
ally new in the film but will find 
it interesting. The rural English 
accents are sometimes hard to un- 
derstand, but Michael himself 
comes across beautifully. 


PKU—PREVENTABLE MEN- 
TAL RETARDATION (15 min- 
utes, color, produced and distrib- 
uted by International Film Bureau, 
332 South Michigan Avenue, Chi- 
cago 4, Illinois) 


Phenylketonuria (PKU), though 
rare, is one of the few forms of pre- 
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ventable mental retardation. By 
means of a simple chemical test, it 
can now be detected about six 
weeks after birth, and through diet 
therapy, it can be treated success- 
fully. Symptoms of PKU, a liver 
enzyme deficiency that eventually 
causes mental retardation, do not 
usually appear until] the baby has 
reached the age of four to six weeks 


ment results depend upon early 
diagnosis, medical authorities are 
attempting to screen all children 
coming to clinics and hospitals. 
This brief but highly informa- 
tive film is made up chiefly of 
clinica] tests in which the audience 
sees the success of early treatment 
and the tragic results when PKU 
is too long undetected. This absorb- 


—after it has been brought home 


ing material is by Richard Koch, 
from the hospital. Since good treat- 


M.D., University of Southern Cali- 


incontinent wards... 
free of odor” 


erifil tablets 


A new study’ of 170 incontinent psychiatric patients proves DERIFIL 
Tablets effective in controlling ward odors. With oral administration of 
high-potency DeriFiL Tablets, “...fecal and urine odors disappeared, 
so that, from an odor standpoint, the incontinent wards were virtually 
indistinguishable from other wards.” In an earlier study, DERIFIL was 
termed “...a product of significance to the mental hospital....effective, 
easily administered, economically feasible....’” 

Containing 100 mg. of purified, water-soluble chlorophyll derivatives 
(as standardized in Tests and Standards for New and Nonofficial Reme- 
dies), Deririt Tablets provide up to twenty times the activity of pre- 
viously available chlorophyllin tablets. One Deririt Tablet daily 
normally provides effective odor control, though much higher dosages 
may be administered with complete safety, if desired. 


Supplied in bottles of 30 and 100, and in jars of 1000. 


1. Morrison, J. E.: Hospitals 33:97 (July 16) 1959. 
2. Laitner, W.: Psychiat. Quart. Suppl. II 29:190, 1955. 


| RYSTAN Company, Mount Vernon, New York, Dept. MF 

Gentlemen: Please send literature and a clinical supply of Derir1L® Tablets to: 


| (please include name of institution) ( Rystan ) 


fornia School of Medicine and the 
Los Angeles Children’s Hospital, 
who is an authority on PKU diag- 
nosis and treatment. The explana- 
tions of the disease, its detection 
and therapy, are clear and would 
be understandable to lay audiences, 
The film could be used, therefore, 
to educate parents to have their 
children tested. It could also be 
used with physicians, public health 
nurses, and medical social workers, 
The production is a thoroughly 
professional one, and the color 
photography has been used advan- 
tageously. This interesting illus- 
trated lecture will be useful in 
mental retardation programs. 

JAcK NEHER 

Mental Health Materials Center 


BOOK 
REVIEWS 


THE MENTALLY DISABLED 
AND THE LAW—edited by Frank 
T. Lindman and Donald M. Mc 
Intyre, Jr., Chicago, University of 
Chicago Press, 1961, 445 pages, 
$7.50. 


This large volume constitutes the 
report of the American Bar Foun- 
dation on the Rights of the Men- 
tally Ill, which, since 1956, has been 
engaged in a monumental study of 
state laws relative to the mentally 
disabled. The text and 42 tables 
present the various legal provisions 
of the states and of the Health, Ed- 
ucation, and Welfare Draft Act 
governing the hospitalization of the 
mentally ill. There are 11 chap- 
ters, plus four appendixes and 
three indexes. Recommendations 
follow each chapter. 

This report is not final. A 
Psychiatric Advisory Committee has 
been activated, and field studies, 
financed by a grant from the Na- 
tional Institute for Mental Health, 
are being conducted in_ several 
states. Dean Pound long ago 


pointed out that one must study 
the law not only in books but also 
in action; this is what the Commit- 
tee is doing. 

Everyone connected with men- 
tal hospitals or with courts making 
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h 
ial judgments regarding the mentally that notice may be dispensed with (whose other activities would have 
iag. disabled should be familiar with “if the court is convinced that sub- to cease), the examinations just 
ana- the contents of this book. It is stantial harm would result.” They might be possible. 
rion truly, as the publishers claim, the —_ also recommend periodic re-exami- However, each chapter is solid 
uld first comprehensive American trea- nation of all patients in mental and informative and well docu-. 
ces, tise on mental disability laws. hospitals to determine their fitness mented, too. For instance, in the 
ore WINFRED OVERHOLSER, M.D. for discharge. It’s a fine idea—if a chapter on criminal responsibility, 
nal Washington, D. C. psychiatric staff could be found to 392 footnotes heckle the reader; 
be —__—_—__— do a million and a half examina- _ this may exemplify good legal writ- 
Ith In 1945 the American Bar Associa- tions a year. If all of the country’s ing, but is a bit exhausting for 
ees tion recommended an analysis of psychiatrists gave up their private _ physician-readers. 
hl the law as it relates to emotionally _ practices and collaborated with all One of the authors’ more in- 
al ill people and established a foun- of the mental hospital doctors  triguing suggestions is to develop 
ail dation which, in 1954, embarked _ 
| on a study of the subject. This | 
‘ book is the report of that study. in report after report see 
It covers voluntary and invol- ' 
untary  CHLORESIUM Ointment tended to produce a clean granu- 
t ship; criminal responsibility; re- . m 
"7 lease from hospitals; incompetency; lating wound. ‘ 
and the medicolegal aspects of mar- “prompt, clean healing with firm granulation."” 
and eugenic sterilization. Each “..-€ffective...in facilitating growth of granulation tissue and 
chapter is followed by tables of epithelization.”* 
each state’s laws, showing where “ . : : i 
active agent in restoring affected tissues to a state 
ED commitment, which states accept conducive to normal repair... 
nk “irresistible impulse” as a defense “promotes granulation more rapidly and of better quality...."° 
Mc- for crime, where a physician’s li- 
of cense is not revoked because of 
res, psychosis, and which jurisdictions 
automatically restore a_patient’s t tl 
civil rights after his discharge from Cons1s y 
a mental hospital. The tables are 
, not easy reading but are a wonder- ff iF V 
ful reference source. ec 1 inl 
Each chapter closes with recom- 
be mendations, some of which are pressure Sores 
aa pious generalities. Others are crisp, 
we concrete, and clean-cut, although 
cd many readers may disagree with U ® 
: them. In the first “against sin” CH ! j RE I 
category there are such suggestions 
as: a patient’s property rights 
should not be neglected; there | Reliably effective, totally free of undesirable side effects, CHLORESIUM Ointment is 
a should be less confusion about the | broadly accepted as a healing agent of choice in decubitus ulcers and other resistant 
status of voluntary patients; certain | lesions. Its active ingredient, water-soluble chlorophyllin, speeds tissue repair, soothes 
A types of patients now in mental | |ocal irritation and eliminates chronic wound odor as well. 
| in other ways; and eugenic sterili- | SMLORESIUM Olatment—0.5% water-soluble ch sain oe 
zation statutes should afford every 
: reasonable protection to the indi- CHLORESIUM Solution —0.2% water-soluble chlorophyll derivatives in isotonic saline solution. In 2-oz. and 8-oz. 
vidual concerned. 
go Authors of the study recom- | geterences (1) Moss, N. H.; Morrow, B. A.; Long, R. C., and Ravdin, 1. S.: J.AM.A, 140:1396, 1949. (2) Niemiro, 
d mend that every allegedly mentally |B. J.: Journal-Lancet 71:364, 1951. (3) Combes, F. C.; Zuckerman, R., and Kern, A. B.: New York J. Med. 52:1025, 
nee ill person be represented by counsel | 1952 (4) Lowry, K. F.: Postgrad. Med. 11:523, 1952. (5) Diamond, 0. K.: New York J. Med. 59:1792, 1959. 
rm (at state or county expense if he 
is indigent) before commitment. Samples and literature available on request 
= They urge that all prospective pa- 
. tients be given “notice,” neutraliz- im stan 
ng ing this recommendation by adding Mount Vernon, New York aasee 
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a statewide registry of incompetents 
so that innocent tradespeople might 
be protected from doing business 
with them. This is an interesting 
illustration of the liberal lawyer's 
dilemma. He wants to protect 
everybody's rights! 

One of the tabulations shows 
the effect of mental disorder on the 
right to practice a profession or 
skill. Here we learn that hospitali- 
zation for an emotional disorder 
can suspend the license of an un- 


dertaker or of a pest-control oper- 
ator in California, a psychologist 
in New Hampshire, a cosmetologist 
in Arkansas, an airplane pilot in 
Georgia, a taxi driver in Delaware, 
an obstetrician in Nevada, a physi- 
cal therapist in Maine, and an 
ophthalmic technician (but not a 
doctor) in New Jersey. 

A good chapter on the medico- 
legal aspects of the sex psychopath 
brings some order to this chaotic 
subject. While reading this and 
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WARD-O-BED is also 
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use. Wire or write now for further details. 


many other parts of the report, 
psychiatrists will realize that it is 
helpful to have some of their think- 
ing filtered through the more 
semantically precise minds of law- 
yers. 

The tightly reasoned and s0- 
phisticated monograph on criminal 
responsibility is worth the price of 
the book. The authors do not 
wholly approve of any existing fo-. 
mula for appraising criminal re- 
sponsibility. They want to broaden 
the class of those who can be held 
criminally irresponsible. They also 
want to canon‘ze the views of im- 
partial experts, but they don’t say 
how these experts could escape 
from their own personal biases in 
evaluating this emotionally loaded 
question. In good lawyer-like fash- 
ion, they would “prevent impartial 
experts from testifying concerning 
self-incriminatory statements the ac- 
cused might have made during the 
examination.” Just how the psy- 
chiatrist could disentangle the self- 
incriminatory statements from 
other statements counsel sayeth not. 
Testimony given by the impartial 
expert under these conditions 
would provide a field day for the 
defense counsel. The authors favor 
a place for the doctrine cf partial 
responsibility. 

The book includes four valu- 
able appendixes, and its usefulness 
is enhanced by three handy indexes. 
All in all, it is the definitive volume 
of its kind: a fact-filled, thought- 
provoking almanac for the psychia- 
trist who—whether he likes it or 
not—is drawn into forensic prob- 
lems. And that could mean any of 
us. 

Henry A. Davinson, M.D. 
Cedar Grove, N. J. 


THE MENTALLY RETARDED 
AND THEIR VOCATIONAL 
REHABILITATION—by William 
A. Fraenkel, Ph.D., New York, Na- 
tional Association for Retarded 
Children, 1961, 80 pages, 50¢. 


This pamphlet, clearly printed and 
arranged for easy reading, is di- 
rected to the vocational counselor 
and others interested in the reha- 
bilitation field. It provides back- 
ground medical information about 
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re\ardation, the process of prepar- 
ing a client for referral for rehabili- 
taiion, the counseling process, com- 
munity facilities, and the range of 
a :etarded person’s rehabilitation 


needs. Brief case histories, names 
of community rehabilitation re- 
sources, and bibliographies are in- 
cluded in this excellent reference 
and source book for all who work 
to rehabilitate retarded adolescents 
and adults for vocations. 

Lucy Ozarin, M.D. 

Kansas City, Mo. 


VOLUNTEER SERVICES IN 
MENTAL HOSPITALS—New 
York, National Association for 
Mental Health, Inc., 1961, 250 
pages, $1.00. 


This paperback book is a report of 
the first nationwide Institute for 
Directors of Volunteer Services in 
Mental Hospitals, held February 8- 
19, 1960, in Topeka, Kansas. The 
Institute was sponsored by the 
NAMH, Menninger Foundation, 
and Topeka State Hospital with the 
support of the National Institute 
for Mental Health and the Nathan 
Hofheimer Foundation. 

The book is based on lectures 
delivered by a faculty chosen from 
several mental health professions, 
hospital administrators, state men- 
tal health officials, representatives 
of government agencies and volun- 
tary organizations, personnel and 
public relations experts, and experi- 
enced local and state directors of 
volunteer programs. Group discus- 
sions of participants in the Insti- 
tute and records of achievement of 
volunteer-service departments in a 
number of state hospitals and 
schools for the mentally retarded 
supplement the lecture material. 

Three chapters— “The Pa- 
tient,” “The Hospital,” and “The 
Community” — deal with areas of 
knowledge that are essential to un- 
derstanding the groups and indi- 
viduals with whom a director of 
volunteers has continuing contact. 
Other chapters discuss the philos- 
ophy of volunteer service, public 
and private agencies, the necessary 
personal and professional qualifica- 
tions to be a director of volunteers, 
the organization and operation of 
programs, the role of a state co- 


services, 
and additional] subjects relevant to 
the work of the citizen-volunteer in 


ordinator of volunteer 


psychiatric hospitals. Suggestions 
and guidance are offered to all who 
are interested in organizing, direct- 
ing, and participating in volunteer 
programs in public hospitals for 
the mentally ill and schools for 
the mentally retarded. The differ- 
ing problems of rural and urban 
hospitals are discussed realistically. 

On the whole, the volume is 
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packed with many practical sugges- 
tions, but suffers somewhat—as do 
most secondhand-edited reports— 
from loss of the personal flavor of 
the contributors. But it makes up 
for this by being, basically, a refer- 
ence work that will be helpful to 
those who are concerned with vol- 
unteer services. It might also be 
useful as a tool for evaluating exist- 
ing programs. 
ALFRED K. Baur, M.D. 
Fulton, Missouri 


NEW SELF-CLOSING AX%Oc4%dL_ LAUNDRY BAG 


Save Thousands of Dollars a Year in 


Hamper Stand 


—for 18,22 and 25” 
diameter bags. 1” 
chrome plated steel 
tubing. Rubber 
tired,3” ball-bearing 
casters. Folds to 6” 
width and stands 
upright on casters. 


Write today for 
specifications. 


Bag Maintenance and Replacement Costs! 


These remarkable Hartford Laundry 


bags have no ropes, tapes, grommets, 
eyelets or drawstrings! They are de- 
signed for fast, safe handling of laundry 
with lock-stitch construction, reinforced 
corners, pocket-type handles. 


They dry evenly without wet areas 


that rot and rip. They’re safe to use in 
mental wards and come in a variety of 
color codings, fabrics and standard or 
special hamper sizes. 


Bag slips easily onto hamper 
or back of a chair. Turned 
upside down, contents force 
flap to close tightly. Pre- 
vents spilling, reduces cross- 
infectior. In emptying, full- 
width of 


ing lets « 


fall out freely. All handling 
problems are simplified, 
from sick room to sorters 
table! 


Canadian Distributors: SIMPSON’S, 45 Richmond Street, West, Toronto 1; Canada 


| 


it is 
Link. 
nore | 
law- 
so- 
inal 
of 
not 
re- 
iden 
Say 
cape 
s in | 
ded 
ash- 
rtial | 
self- | 
om 
not. ‘ 
‘tial 
a 
tial \ | 
AS 
<4 
j 
or 
ob- 4 | 
of | 
.D. = | 
NS 
am LES | 
led | 
or | | 
lor 
ut 


DILANTIN 


HELPS WER SHARE Outstandingly effective in grand mal and psychomotor sei- 
zures, DiLANTIN Sodium helps to reduce both incidence and 

IN THE GOOB severity of attacks ... contributes to a more productive and 
satisfying life for the epileptic patient. DiILANTIN Sodium 

THINGS OF LIFE (diphenylhydantoin sodium, Parke-Davis) is available in sev- 
eral forms, including Kapseals’ 0.03 Gm. and 0.1 Gm., bottles of 100 and 1,000. 


other members, of the PARKE-DAVIS FAMILY OF ANTICONVULSANTS 


for grand mal and psychomotor seizures: pHELANTIN® Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.), bottles of 100; for the petit mal triad: miLontin® Kapseals (phensuximide, Parke-Davis), 
0.5 Gm., bottles of 100 and 1,000 and Suspension, 250 mg. per 4 cc., 16-ounce bottles. cELONTIN® Kapseals (methsux- 
imide, Parke-Davis), 0.3 Gm., bottles of 100. zarontin® Capsules (ethosuximide, Parke-Davis), 0.25 Gm., bottles of 100. 
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See medica! brochure for details of administration, precautions, and dosage. PARKE-DAVIS 
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News and Notes 


Rockefeller Public Service Award 


Robert Hanna Felix, M.D., has 
been awarded the 1961 Rockefeller 
Public Service Award in the area 
of Science, Technology, and Engi- 
neering. The award, one of the 
highest forms of recognition given 
career federal employees, is based 
on achievement and long distin- 
guished career service. Each win- 
ner receives a cash gift of $5,000, 
as well as the privilege of devoting 
some time to lecturing, writing, or 
conducting a counseling program 
at a university of his choice. 
Awards are made possible by a 
fund established by John D. Rocke- 
feller 3rd and are administered as 
a national trust by the Woodrow 
Wilson School of Public and In- 
ternational Affairs at Princeton 
University. 

Dr. Felix said he hopes to 
launch a study of methods of win- 
ing public acceptance of public 
health programs, an idea he has 
had for 20 of his 30 years in gov- 
ernment service. In the mental 
health field such a study would 
cover the attitudes of families, the 
community, and employers toward 
recovered mental health patients. 


Dr. Braceland Honored 


Francis J. Braceland, M.D., psychi- 
atrist-in-chief of The Institute of 
Living, and APA Past-President, 
has received the Connecticut State 
Bar Association award for distin- 
guished public service. He was cited 
for his contributions as physician, 
educator, writer, lecturer, and lead- 
er in community affairs and public 
welfare. 


Shneidman on Suicide 


“The second suicide attempt rather 
than the first is often the one that 
works,” said Edwin S. Shneidman, 
M.D., co-project director of the 


Suicide Prevention Center, Los 
Angeles, Cal. Dr. Shneidman ad- 
dressed an audience of psychia- 
trists and other mental health pro- 
fessionals at a lecture on suicide, 
sponsored jointly by Forest Hos- 
pital, a psychiatric facility in Des 
Plaines, Ill, and the Chicago 
Board of Health. Another speaker 
at the meeting was Harold Visot- 
sky, M.D., director of the Chicago 
Board of Health’s mental health 
section. D. Louis Steinberg, M.D., 
an instructor in psychiatry at 
Northwestern University Medical 
School, was chairman of the meet- 
ing. 

The lecture, presented as a 
professional service by the hospi- 
tal, was the first in a series of nine 
such talks to be given monthly 
through June 1962. Dr. Shneidman 
stated that the findings of the 
government-sponsored Suicide Pre- 
vention Center indicate that “most 
suicides occur within the three 
months following the first unsuc- 
cessful attempt.” He warned that 
relatives and physicians should be 
especially vigilant for signs of 
impending suicide at “the very 
moment when the individual is 
showing improvement.” The time 
of crisis occurs when the patient 
has recovered sufficiently from his 
first unsuccessful try to “mobilize 
new energy to put his morbid 
thoughts into effect.” 


It is not true that people who 
threaten to commit suicide seldom 
do. “Suicide threats must be taken 
seriously,” Dr. Shneidman added. 
“They are often warnings of the 
impending act, offered by persons 
who wish to be saved by outside 
help from committing the final 
deed.” Eight out of 10 suicides 
have given definite hints of their 
intentions. 

. suicide today is .. . 
among the first 10 causes of death 
in the adult population and, at 


the same time, is relatively neg- 
lected scientifically,” Dr. Shneid- 
man stated, decrying the. lack of 
treatment and surveillance 
corded the serious suicide risk. 
“Each new suicide attempt,” he 
warned, “tends to be more deadly 
than the last.” 


Advance signs of possible sui- 
cide may be seen in_ behavior 
changes—withdrawal from loved 
ones, loss of appetite and sex 
drive, and boredom with work and 
hobbies. More men than women 
succeed in suicide, mainly because 
they choose such devices as guns 
and ropes, while women often re- 
sort to less deadly means, such as 
pills or a cut wrist. 

Dr. Shneidman and his col- 
leagues have reached the conclu- 
sion that perhaps 70 per cent of the 
people who commit suicide are not 
certain that they wish to die. Most 
of them have left some kind of 
“cry for help,” indicating a de- 
sire’to be rescued from their im- 
pulse. A tendency toward suicide 
does not run in families, nor is 
suicide confined to an economic 
class. Most suicides, but not all, 
show symptoms of depression. 
Many also show agitation and 
anxiety, “or just subtle changes of 
appetite or energy.” 

The Suicide Prevention Center 
is located in the Los Angeles 
County Hospital and is maintained 
by a grant from the U.S. Public 
Health Service, administered by 
the University of Southern Califor- 
nia. 


VA Personnel Title Changes 


Top personnel of VA medical in- 
stallations across the nation have 
been given new titles. Managers 
of VA hospitals, domiciliary cen- 
ters, and outpatient clinics have 
the new title of director; assistant 
managers are now assistant direc- 
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tors. Directors of professional serv- 
ices are designated now as chiefs 
of staff, and assistant directors of 
professional services for research 
and education are associate chiefs 
of staff. The redesignations were 
made to provide more suitable 
titles. No changes in duties, pay, 
or military status are involved, 
however. 


Community Project Grants 


Applications for grants authorized 
by the new Community Health 
Services and Facilities Act are now 


being accepted by the Public 
Health Service. Grants will be 
made for developing, demonstrat- 
ing, or studying new methods of 
providing health services, particu- 
larly for the chronically ill and 
aged. 

The types of projects eligible 
for aid include home-nursing serv- 
ices for the chronically ill and the 
aged, improvements in the care of 
patients in nursing homes, and pro- 
grams for making therapeutic and 
other services available to patients 
in their own homes. To qualify for 
a grant the project must be useful 


Mental Hos{rtals Reprint Service 


Readers frequently request reprints of articles in Mental Hospitals for dis- 
tribution to others for various educational and informational purposes. The 
price list and order form below have been devised to simplify the procedure 
for obtaining reprints. Since it is not economical to reprint less than 100 
copies, the minimum price is based on that number. Reprints are exactly 
the same size as the originals in the magazine and take the same number of 
pages. Prices quoted include handling and shipping costs. Please enclose a 
check. or money order for the exact amount with your order. Delivery will 
take approximately three weeks. 


PRICE LIST 
Text without pictures Text with pictures on every page 
No. of each add. each add. 
Pages 100 reprints 100 100 reprints 100 
l $ 6.25 $ 1.40 $11.80 $ 1.40 
2 11.80 2.00 22.80 2.00 
8 19.95 5.25 $6.50 5.25 
4 25.25 5.65 47.25 5.65 
5 $2.10 7.60 59.60 7.60 
6 37.40 8.00 68.40 8.00 
7 44.20 9.90 82.70 9.90 
8 49.50 10.25 93.50 10.25 


For articles which have pages with pictures and pages without pictures com- 
bine above prices. For example: 


300 reprints of a 3-page article with pictures on only 1 page will cost $30.40, 
i.e.: 


2 pages without pictures Ist 100 $11.80 2 Add’l 100s $4.00 
1 page with pictures Ist 100 $11.80 2 Add’l 100s $2.80 Total cost 


Ist 100 $23.60 2 Add’l 100s $6.80 $30.40 
ORDER FORM 


APA Mental Hospital Service 
1700 18th St., N.W. 
Washington 9, D. C. 


Please send me 


3 pages 


copies of article entitled 


, in the 


issue of Mental Hospitals, for which I enclose a check or 


money order for $ 


NAME: 


ADDRESS: 


to the community that conducts it, 
and must show promise of provid- 
ing new knowledge that will be 
helpful to other communities in 
developing similar services. 

Application blanks are avail- 
able from Public Health Service 
staff in all regional offices of the 
U. S. Department of Health, Edu- 
cation, and Welfare and from the 
Grants Management Branch of the 
Bureau of State Services, Public 
Health Service, Washington 25, 
D. C. Regional office staffs are 
available to help applicants de- 
velop project proposals. 


PEOPLE and 
PLACES 


KENTUCKY: 


Cynthia Rector, 
R.N., is the new supervisor of 
psychiatric nursing at Norton 
Memorial Infirmary, Louisville. 
Formerly, she was instructor in 
psychiatric nursing at infir- 
mary’s school of nursing. 

Joseph D. McGee has been ap- 
pointed administrator of Central 
State Hospital, Lakeland. Mr. 
McGee was previously assistant 
administrator at Saints Mary & 
Elizabeth Hospital in Louisville. 
HERE & THERE: Sister M. 
Louise, D.C., has been named 
administrator of the Seton Psy- 
chiatric Institute, Baltimore, Md. 
Sister Gertrude is the Institute's 
new assistant administrator, and 
Sister Mary Agnes, the newly ap- 
pointed director of nursing. 

John H. Reitmann, M. D., has 
resigned as superintendent of Has- 
tings State Hospital, Minnesota. 
Dr. Reitmann will enter private 
practice in Dallas, Texas. 

Marvin E. Perkins, M. D., be- 
came New York City’s first Com- 
missioner of Mental Health Serv- 
ices on October 31. Dr. Perkins 
was director of Community Mental 
Health Services for the city as well 
as the chief executive officer of 
the New York City Community 
Mental Health Board. 

Virginia E. Pancost, R.N., has 
retired as chief nurse of Elgin State 
Hospital, Ill. Miss Pancost had 
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How the 
Airkem 


Program 
sets to the 


heart of the 
problem of 
Environmental 


Health 
in Hospitals 


There’s no mystery about it. The Airkem 
Program does all the jobs that have to be 
done. It cleans all surfaces. It disinfects 
—reduces cross-infection. It kills insects 
—every kind. And it counteracts odors, 
even the most obnoxious ones, without 
adding heavy perfumes or chemical smells. 
And all this while actually cutting down 
the work-load of your maintenance staff, 
since Airkem combines two or even three 
functions in one housekeeping operation! 

This is the only complete program of 
basic hospital sanitation maintenance. 
Procedures are simple—all you do is insist 
that the indicated Airkem products are 
used in their proper places in the hospital. 

Airkem matches a treatment to each air 
space, each odor problem, each sanitation 
Maintenance task — walls and floors, rest 
rooms, laboratories, kitchens — wards, op- 
erating rooms, corridors, elevators — and 
produces a clean, odorless, agreeable and 
healthful environment for patients, visitors 
and staff. Inquire! 


See opposite column for 
one specific Airkem benefit 


C> AIRKEM 


For a Healthier 
Environment through 
Chemistry 


been on the hospital's staff since 
1950. 

Leonard W. Lavis is acting 
superintendent of Glenwood State 
School, Iowa. Mr. Lavis was pre- 
viously a community consultant 
for the eastern section of Iowa. He 
succeeds Peter A. Peffer, M. D., who 
resigned to become superintendent 
of Paul A. Dever School at 
Taunton, Mass. 

Humphry Osmond, M. D., has 
resigned as superintendent of the 
Saskatchewan Hospital, Weyburn, 
Canada. I.L.W. Clancey, M.D., for- 
merly the hospital's clinical direc- 
tor, has been appointed as successor 
to Dr. Osmond, who will return to 
England. 

A children’s treatment and ed- 
ucation unit has been organized at 
the Winnebago State Hospital near 
Oshkosh, Wis. Charles Belcher, 
M.D., superintendent of the hos- 
pital, said that the children’s unit 
will have about 100 patients, from 
five to 18 years of age. In addition 
to therapy and psychological evalu- 
ation, the unit’s basic program will 
provide formal classroom instruc- 
tion. 

DEATH: Henry William Lloyd, 
M.D., psychiatrist and owner of the 
West Hill Sanatorium, New York 
City, died October 7. Dr. Lloyd 
owned and operated the sanator- 
ium for 30 years. 

AWARD: Sister Mary Bernard, 
C.1.J., administrator of Mercy Hos- 
pital, Rockville Centre, Nassau 
County, N.Y., was the recipient of 
the Nassau Neuropsychiatric Socie- 
ty’s Annual Award for 1961. The 
Society presents the award in rec- 
ognition of the person’ whom it 
considers to have contributed the 
most in the advancement of Men- 
tal Health in Nassau County dur- 
ing the year. The Society is an 
APA District Branch. 


CORRECTION 


In the October 1961 issue of 
Mental Hospitals, the title of 
the Current Study on page 61 
should have read: “Exploring 
Social Service Discharge Plans 
for Mental Patients. Part I: 


Ward Resocialization Program.” 
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The 
Problem 


of the 
Incontinent 


Patient 
Ia 
crowded 
ward 


Nothing in daily ward care can cause 
more discomfort and disturbance for more 
people. And needlessly! One Airkem prod- 
uct — Airkem Red Label — will solve this 
difficult and insistent problem whenever 
it appears. 

Offensive urine and fecal odors are dis- 
pelled when they encounter Airkem Red 
Label in the air. They are counteracted 
scientifically. No unpleasant perfume or 
chemical smell is added. Only an agree- 
able air-freshened effect is created. 

Results are little short of miraculous, 
particularly in a crowded ward. Other ward 
patients, floor nurses, orderlies, visitors, 
the unfortunate patient himself — all feel 
a personal sense of relief and gratitude. The 
indirect therapeutic benefits are obvious. 

Airkem Red Label, together with its 
proper dispensing equipment, has earned 
its place in every hospital where used. If 
not in yours, call your nearby Airkem 
man immediately! 


john Hulse, Airkem, Inc., Dept. MH-12 ! 
Matas 241 E. 44th St., New York 17, N. Y. 
Send further information on control of 


odors due to incontinence. 
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For Patient 
Comfort 


POSEY PATIENT AID 


Encourages patient rehabilitation through 
self-exercise. Three rubber-covered alumi- 
num bars allow patient to pull himself up 
in easy stages with a feeling of security. 
Made of strong, light weight, durable cotton 
webbing. Easily attached or removed 
Available for either open or closed-end 
beds. Open-End Bed, Cat. No. B-654 and 
Closed-End Bed, Cat. No. B-654A, $5.95 
each. 


POSEY BED CRADLE 


YY 


NS 
S 
SS 
SS 


type is similar in construction to the body 
type but is only 13” high and square 
across the top instead of curved. Both 
occupy full width of bed and perform a 
reliable, inexpensive job of keeping bed 
clothes off the patient. May be locked in 
position through use of friction clamps. 
Will not tip over. Posey Body Cradle, Cat. 
No. P-140 and Posey Leg Cradle, Cat. 
No. P-140A, $7.80 each. 


SEND YOUR ORDER TODAY 
Write for Illustrated Literature 
About Other Posey Hospital Equipment 


Prices F.0.B. California, subject to change 
without notice. 


Satisfaction Guaranteed. 


J. T. POSEY COMPANY 


2727 E. Foothill Bivd. 
Dept. MH 
Pasadena, California 
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QUARTERLY CALENDAR 


APA ANNUAL MEETINGS 


1962 May 7-11, Royal York Hotel, Toronto, Canada (118th) 
1963 May 6-10, Chase-Park Plaza Hotel, St. Louis, Mo. (119th) 


APA MENTAL HOSPITAL INSTITUTES 


1962 Sept. 24-27, Americana Hotel, Miami Beach, Fla. (14th) 
1963 Sept. 23-26, Sheraton-Gibson Hotel, Cincinnati, Ohio (15th) 
1964 Sept. 28-Oct. 1, Hotel to be announced, Boston, Mass. (16th) 


OTHER APA MEETINGS 


Executive Committee Meeting, January 15, 1962, APA Central Office, Wash- 
ington, D.C. 

Regional Research Meeting, January 19-20, 1962, Los Angeles, Cai. (Ing. 
Dr. Edward Stainbrook, 1934 Hospital Pl., Los Angeles 33, Cal.) 


CANADIAN MENTAL HEALTH SERVICES INSTITUTE 


1962 January 15-18, Chateau Laurier Hotel, Ottawa, Canada (2nd) (Ing. 
Dr. V. E. Chase, Canadian Psychiatric Assn., Suite 103, 225 Lisgar St., 
Ottawa 4, Ontario.) 


OTHER PROFESSIONAL MEETINGS 


ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Disease, Annual Meet- 
ing, December 8-9 (Inq. Dr. Rollo J. Masselink, Sec., 700 W. 168th St., 
New York 32, N.Y.) 

AMERICAN PsYCHOANALYTIC ASSOCIATION, Fall 
Biltmore Hotel, New York, N. Y. 

ACADEMY OF PsYCHOANALYsIs, Midwinter Meeting, December 9-10, New York, 
N. Y. (Ing. Dr. Joseph H. Merin, 125 E. 65th St., New York 21, N. Y.) 

AMERICAN BOARD OF PsYCHIATRY AND NeEuROLOoGy, Examination for certifi- 
cation in P&N, December 11-12, New York, N. Y. (Ing. Dr. D. A. Boyd, 
Jr., 102 2nd Ave., S.W., Rochester, Minn.) 

AMERICAN ASSOCIATION FOR THE ADVANCEMENT OF SCIENCE, Annual Meeting, 
December 26-31, Denver-Hilton Hotel, Denver, Colo. 

ASSOCIATION FOR PSYCHIATRIC TREATMENT OF OFFENDERS, Annual Meeting, 
January 17, 1962, Academy of Sciences, 2 E. 63rd St., New York, N. Y. 

RoyAL COLLEGE OF PHYSICIANS AND SURGEONS OF CANADA, Annual Meeting, 
January 18-20, 1962, Chateau Laurier Hotel, Ottawa, Ont., Canada 

NATIONAL ASSOCIATION OF PRIVATE PsyCHIATRIC HospITaALs, Annual Meeting, 
January 22-24, 1962, Colony Beach Resort, Sarasota, Fla. - 

AMERICAN Group PsYCHOTHERAPY ASSOCIATION, Annual Meeting, January 
24-27, 1962, New York, N. Y. 

NATIONAL SocieTy FoR MepicaL ResEarcH, Annual Meeting, February 6, 
1962 (Inq. Ralph A. Rohweder, Exec. Sec., 920 S$. Mich. Bldg., Chicago 
5, Il.) 

AMERICAN ACADEMY OF OCCUPATIONAL MeEpIcINE, Annual Meeting, February 
7-9, 1962, Hilton Hotel, Pittsburgh, Pa. 

AMERICAN ACADEMY OF Forensic ScrENcEs, Annual Meeting,; February 22- 
24, 1962, Drake Hotel, Chicago, Ill. 

AMERICAN PsyYCHOPATHOLOGICAL AssocIATION, Annual Meeting, February 23- 
24, 1962, Park-Sheraton Hotel, New York, N. Y. 


Meeting, December 8-10, 
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PRODUCT 
NEWS 


Disposable Window Draperies 


Fire-retardant, dirt-resistant, nonwoven 
bonded rayon draperies are available in 
one size, 72” by 90”. The draperies are 
fully hemmed and ready to hang. Colors: 
sun-resistant solid-color pastels or floral 
patterns on white backgrounds. For 


further information contact Busse Hos- 
pital Products, 64 E. 8th St., New York 


Disposable Waterproof Blanket 


This low-cost disposable waterproof blan- 
ket, available from Busse Hospital Dis- 
posables, Inc., 64 E. 8th St., New York 3, 


N.Y., consists of several plies ‘of white, 
insulating cellulose backed by a soft, 
tough polyethylene plastic. The water- 


proof backing permits use under as well 
as over patients. Size: 40” by 72”. Price: 
15¢ each. For samples, write company. 


Concealed Overhead Door Closers 


An overhead door closer, completely 
hidden in a transom bar 134” by 414”, 
has been developed by the Kawneer 


Company, 1105 No. Front St., Niles, Mich., 
manufacturers of “Zipperwall.” The door- 
closer unit, which can be used for single 
or double acting doors with either right- 
or left-hand swing, is easy to install and 
carries a two-year guarantee. For further 
information, write manufacturer. 


TV Wall Bracket 


A TV wall bracket of sturdy aluminum 
tubing, designed by Community Engineer- 


ing Corporation, 234 E. College Ave., 
State College, Pa., permits rotation and 
tilting of the TV set. The bracket can be 
fastened by lag or toggle bolts to a 
solid substantial wall. Write manufac- 
turer for further information. 


Sun-X Folder 


A new folder describing the uses and 
specifications of Sun-X, glass tinting 
material designed to reduce glare, heat, 
and fading caused by the sun, is available 
from Sun-X International, Inc., P. O. 
Box 6565, Houston 5, Texas. Photographs 
show application of Sun-X to existing 
glass areas; tables illustrate heat exclusion 
and glare and fade reduction. Copies are 
available from Sun-X. 


Illustrated Medical Lectures 


The School of Medicine of the Loma 
Linda University, 1720 Brooklyn Ave., 
Los Angeles 33, Cal., offers postgraduate 
extension courses in medicine through 
use of audiovisual lectures. Each course 
consists of a 30-minute audio tape and a 
full-color 35 mm filmstrip, which can be 
projected on a screen or viewed through 
a hand or desk viewer. Psychiatry is in- 
cluded in the current library of 30 audio- 
visual lectures, augmented monthly by 
the addition of three new _filmstrips. 


Tapes may be played on any standard 
machine and are available in 7Y2, 3%, 
and 1% speeds. Any standard filmstrip 
projector, hand or desk viewer can ac- 
commodate the filmstrips. The audio- 
visual lectures are available on a lease 
plan, single-unit purchase, or annual 
subscription. 
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Lamont, Peggy Feb 65 
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Spector, Sidney Feb 51 

Stanton, Alfred H. Oct 22 

Stee, es, Francis K. June 35 
Stevens, S. E. May 11 

Stokes, A. B. Feb 36 

Taylor, Irving J. Feb 68 

Tichy, Rudolph Nov 30 
Tilghman, Cornelius A. Mar 20 
Tillim, Sidney J. Sept 26 

Tolor, Alexander June 10 
Tompkins, Harvey J. Oct 47 
Vail, David F. Feb 21, 40 

Van Anden, Ruth July 43, Aug 38 
Watson, Irene July 14 

Wayne, George J. Mar 5, Aug 20 
Wiedorn, William S., Jr. Jan 21 
Williams, C. L. Dec 27 

Wilson, Ian B. Jan 31 

Wittson, Cecil L. Nov 22 

Wolff, Kurt Jan 34, Oct 60 
Wolff, Robert J. Sept 34 
Zambino, Larry Mar 18 


Subjects 


Abstracts from papers at 117th APA An- 
nual Meeting June 29-31 

Action for Mental Health, see Joint Com- 
mission on Mental Illness and Health 

“Activity Analysis,” design for adolescent 
therapy (Barish et al.) Sept 20-24 

Admin. Abstracts, see new products 


Administration, Community administra- 
live training program (Bernard) Feb 
66-67 

Controlling bodies (Blasko & Ginsberg) 
Feb 21-23 

Controlling bodies: Aftercare (Blasko & 
Ginsberg) Feb 39-40 

Distribution of financial responsibility 
(Forstenzer) Feb 58-60 

“Drive-in” nursing assignments (Pei- 
penbrink) Oct 31 

Drying up the towel problem (Henkes) 
July 42 

Financing administrative research (Shef- 
fel) Feb 63-64 

The hospital store (Downey) Dec 30- 
31 

Institutional warehousing on the move 
(Robertson) July 40-42 

The Kansas plan (Jackson & Smith) 
Jan 5-8 

Laundry evolves into a therapy center 
(Oliver) Aug 34-35 

Moving into a new hospital (St. Pierre 
& Feldman) Aug 11-12 

Operation “Changing of the guard” 
(Nuhn) Oct 14-15 

Patient government: development and 
outgrowths (Mako) July 30-32 

Per capita cost data—comparative ques- 
tion mark (Applegate) Aug 36-37 

Admission Procedures, Legal require- 
ments for hospitalization (Roche) 
Oct 16-21 

Preadmission visits encourage positive 
attitudes (Poland) July 8-9 

Adolescents, Design for adolescent ther- 

apy (Barish et al.) Sept 20-24 
Youth wants te serve (Mackin & Jones) 
Jan 14-17 


Aftercare, An alumni club carries -on 


where the hospital left off (Luton) 
Aug 24-25 
Controlling bodies: forensic psychiatry 
(Blasko & Ginsberg) Feb 39-40 
A mail-order drug program for dis- 
charged patients (Jaquith) Nov 34- 
35 
The provision of appropriate aftercare: 
hospital and community collabora- 
tion (Stokes) Feb 36-38 
Support for treatment and aftercare 
programs depends upon positive hos- 
pital leadership (Ewalt) Feb 49-51 
Aides, A guide to self-appraisal for nurses 
and aides (GAP Comm. on Psychi- 
atric Nursing, Benjamin Simon, 
Chm.) Nov. 26-29 
Recognition and development of aides’ 
potentials (Harris & Johnson) Oct 
26-27 
Talking it over on a disturbed ward 
(Stevens) May 11-12 
American Academy of General Practice, 
Comments (Jenkins) Oct 53-54 
American Medical Association, AMA joins 
battle (Askey) Jan 18-19 
APA Annual Meeting, Abstracts of pa- 
pers, see Abstracts 
APA District Branches, Jan 23-24, Apr 
33, June 16, Aug 18, Sept 19, Dec 21 
APA Past Presidents’ Series No. 5, Treat- 
ing physical illness in a mental hos- 
pital (Noyes) Jan 25 
No. 6, Volunteer as an index (Over- 
holser) Mar 26 
No. 7, [on Joint Commission Report] 
(Appel) June 24-26 
No. 8, Implications of Goals of Ther- 
apy (Felix) Dec 10-15 
APA-SKF Remotivation Project, “I didn’t 
know the person in the next room 
but...” (Adams) July 28 
Architecture, Face lifting an old hospital 
(Crawfis & Tichy) Nov 30-33 
Philosophy —function—form (Inst. of 
Psychiatry, Mt. Sinai Hosp., New 
York, N. Y.) Apr 15-21 
Attendants, see Aides 
Audiovisual Aids, see also Film Reviews 
Films as effective teaching tools (Rome) 
Feb 55-58 
Australia, Design for rehabilitation in 
Australia (Dax) May 36-39 
Automatic Data Processing, Automatic 
data processing of patients’ records 
(Klett & Sewall) May 26-28 
Book Reviews, Barton, Walter E. et al: 
Impressions of European psychiatry 
Jan 42-43 
Bowman, P. W. & Mautner H. V. (eds.): 
Mental retardation: proceedings of 
the Ist int. med. conf., Portland, Me. 
May 41-42 
Casey, J. F. et al.: Treatment of men- 
tally ill in Europe Mar 40 
Fleming, A. J. et al. (eds.): Modern 
occupational medicine June 39 
Fraenkel, William A.: The mentally 
retarded and their vocational reha- 
bilitation Dec 36-37 
GAP Report No. 50: Problems of esti- 
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mating changes in frequency of men- 
tal disorders Nov 42-43 
Gregor, R. H.: Procurement and mate- 
rials management for hospitals Mar 
39-40 
Harrower, Molly et al. (eds.): Creative 
variations in the projective tech- 
niques Apr 38 
Jaco, E. Gartly: The social epidemiol- 
ogy of mental disorders Aug 40 
Lindman, F. T. & McIntyre, D. M., Jr. 
(eds.): Mentally disabled and the 
law Dec 34-36 (2 revs) 
Mowrer, O. Hobart: The crisis in. psy- 
chiatry and religion July 45-47 
Nat'l Assoc. for Mental Health: Volun- 
teer service in mental hospitals Dec 
37 
Nat’l Assoc. of Social Workers: Use of 
groups in the psychiatric setting Apr 
39 
Pennsylvania Mental Health,  Inc.: 
Mental health education: a critique 
Jan 43-44 
Rapoport, Robert N.: Community as 
doctor Sept 41-42 
Spotnitz H.: Couch and the circle Oct 
60 
Stoller (ed.) : Growing old: problems of 
old age in the Australian community 
Oct 60-61 
Boston State Hosp., Boston, Mass., Ex- 
periences at a state hospital [with 
open staff] (Barton) Oct 43-46 
Bridge, Cooperative recreation: bridge & 
chess (Tilghman) Mar 20 
Buildings and Grounds, Operation 
“Changing of the guard” (Nuhn) 
Oct 14-15 
Canteens, The hospital store (Downey) 
Dec 30-31 
Carrier Clinic, Belle Mead, N. J., The 
private hospital’s responsibility for 
leadership (Garber) May 16-17 
Central Louisiana State Hospital, Pine- 
ville, La., A mental hospital makes 
inroads into the community (Seale & 
Pryer) Sept 30-31 
Chaplains, see Religion 
Chess, Cooperative recreation: bridge & 
chess (Tilghman) Mar 20 
Children, therapy of, What is permis- 
siveness? (Reger) Aug 30 
Christmas, A Christmas project for the 
“unremembered” (Williams) Dec 27 
A festive program for the holidays 
(Ackerman et al.) Dec 26 
Patients share “the joy of giving” 
(Sheridan & Schillinger) Dec 27 
“Chronic Helpfulness,” Coping with 
chronic helpfulness (Rouslin) Oct 
10-12 
Chronic Patients, Action for intensive 
treatment (Blasko) July 24-26 
Hospital-community endeavors re-estab- 
lish chronic patients (Navran) July 
21-23 
City Hospital, Elmhurst, N. Y., General 
hospital becomes focus of community 
psychiatry (Bellak) Sept 8-10 
Clinics, Action for community facilities 
(Greco) May 13-15 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 


reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 


by lowering tranquilizer dosage. 


*“It is almost always preferable, however, to merely add oral 
AKINETON®.. since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON’ 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarKably safe — “Akineton was not responsible for a 

single dangerous or toxic effect in the 500 patients treated.” * 
Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson’s disease 
1 tablet (2 mg.) three or four times daily 


AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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General hospital becomes focus of com- 
munity psychiatry (Bellak) Sept 8-10 
Clothes, Clothes to fit the patient and the 
situation (Goodman) Mar 33-35 
Clubs, Patients’, An alumni club carries 
on where the hospital left off (Lu- 
ton) Aug 24-25 
The happy companions (Seymour) 
July 19-20 
A patient-sponsored fellowship club 
(Brown & Feamster) Mar 19-20 
Commitment, Legal requirements for hos- 
pitalization (Roche) Oct 16-21 
Community Psychiatry, Action for com- 
munity involvement (Lambert) Aug 
13-16 
General hospital becomes focus of com- 
munity psychiatry (Bellak) Sept 8-10 
Hospital-community endeavors re-estab- 
lish chronic patients (Navran) July 
21-23 
Mental Hospital Institute, 12th, Salt 
Lake City, 1960 Feb (entire issue) 
Community Relations, The community 
[in New Zealand] (Livingstone) Jan 
32-33 
Hospital and community (Felix) Feb 
1-4 
Mental hospital makes inroads into 
community (Seale & Pryer) Sept 30- 
31 
Needs of the mentally ill: types of ef- 
fective action between the commu- 
nity and its hospital facilities (Ewalt) 
Feb 12-15 
Provision of appropriate treatment: 
hospital and community collabora- 
tion (Farnsworth) Feb 17-21 


Contemporary Comment, AMA joins bat- 
tle (Askey) Jan 18-19 
Selections from “The Atlantic supple- 
ment on psychiatry in American life” 
July 1961 Aug 26-27 
Ten monographs and final report of the 
Joint Commission on Mental Illness 
and Health June 32-33 


Controlling Bodies, see Administration 


Costs, Per capita cost data: comparative 
question mark (Applegate) Aug 36- 
37 

Current Studies, Aftercare for discharged 
mental patients Sept 45 

American Nurses’ Association: Exami- 
nation for state licensure to practice 
nursing May 42 

An analysis of recent first admissions 
to Wyoming State Hospital Nov 44 

Captive outpatients: psychotherapy 
program for parolees June 41 

Evaluation of college students as vol- 
unteer companions in a mental hos- 
pital Aug 47 

Examination for state licensure to prac- 
tice nursing May 42 

Exploring social service discharge plans 
for mental patients, Pt. 1: Ward re- 
socialization program Oct 61 

Homelessness as a major problem of 
hospitalized children Aug 47 

Intergovernmental relations affeeted by 
a reorganization of the Mich. Mental 
Health Prog. July 47 


A neglected document: the medical 
record of the state psychiatric hos- 
pital patient June 41 

Notes cn a private psychiatric hospital 
July 47 

Organization of public mental health 
services June 41 

Preventive psychiatry in the armed 
forces with some implications for 
civilian use (GAP report 47) Mar 38 

Psychological and medical aspects of 
use of nuclear energy GAP symposia 
Mar 38 

Recognition and referral of psychi- 
atric illness on university medical in- 
patient service July 47 

Remuneration and incentive pilot study 
for industrial patients Oct 61 

The sheltered workshop for psychiatric 
patients Aug 47 

Some problems in mental hospital de- 
sign Oct 61 

Sources of information on behavioral 
problems of adolescence Mar 38 

Survey of the parent volunteers in in- 
stitutions for the retarded Nov 44 

Day Hospitals, Achieving optimum use 
of day hospital (Barnard) May 18-19 

Disaster Plans, Fire and tornado (Sim- 
mons) May 20-22 

Editor’s Notebook (Mathew Ross), Jan. 
13, Feb 9, Apr 5, May 3, June 5, July 
4-5, Aug 8, Sept 3, Oct 3, Nov 3, Dec 
8, (Guest ed. R. L. Robinson) Mar 
15 

Education Therapy, Higher learning 
(Ford) Mar 18 

A legacy of education (Edgren et al.) 
Apr 7-10 

Psychoeducational therapy (Davis) Mar 
23 

Elmhurst (N. Y.) City Hosp., see City 
Hospital, Elmhurst, N. Y. 

Emergency Services, Action for commu- 
nity involvement (Lambert) Aug 13- 
16 

Employees, see Personnel 

Fairhill Psychiatric Hospital, Cleveland, 
Ohio, Face lifting an old hospital 
(Crawfis & Tichy) Nov 30-33 

Families of Patients, Be-kind-to-relatives 
week (Dr. Whatsisname) May 12 

Group therapy for families (Wiedorn) 
Jan 21-22 

Keep the family in the picture (Kee- 
nan) Jan 38 

Letter from a patient’s son July 34 

Management of family tension (Muth) 
Feb 61-62 

Operation middleman (Edwalds & Pa- 
den) Mar 21-23 

Preadmission visits encourage positive 
attitudes (Poland) July 8-9 

What do families ask?. (Smith et al.) 
Jan 20-21 

Family, Management of family tension 
(Muth) Feb 61-62 

Family Care, Social group work with 
family-care patients (Lane & Singer- 
man) June 19-21 

Farms in Mental Hospitals, The hospital 
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farm: boon or bane to patients? 
(Risk) June 22-23 


Feet, Foot care for mental paticnts (Con- 


forti) Mar 31-32 


Film Reviews, Appraisal of competency 


Mar 37-38 

Booked for safekeeping Jan 40-41 

A coronary Apr 35 

A depression Apr 35-38 

The disordered mind May 40 

External cardiac massage Oct 58 

Help wanted July 44 

Michael—A mongoloid child Dec 33 

[Misc.] Sept 39 

The open hospital Oct 59 

A pathological anxiety May 40 

The picnic basket Nov. 41-42 

PKU—Preventable Mental Retardation 
Dec 33-34 

Psychiatric techniques for the family 
doctor Sept 39 

A psychopath May 40-41 

Understanding aggression Aug 39 


Films, Films as effective teaching tools 


(Rome) Feb 55-58 


Finances, Distribution of financial re- 


sponsibility (Forstenzer) Feb 58-60 
Financing administrative research 
(Sheffel) Feb 63-64 
Per capita cost data—comparative ques- 
tionmark (Applegate) Aug 36-37 


Fire, Fire and tornado (Simmons) May 


20-22 


Food Service, The hospital farm: boon 


or bane to patients? (Risk) June 22- 
23 

Institutional warehousing on the move 
(Robertson) July 40-42 

Patients enjoy “special meals” (Hicks) 
Oct 35 

Patients evaluate the food service (Van 
Anden) July 43 

Serving “select” meals in mixed com- 
pany (Van Anden) Aug 38 

Special diets simplified (Ball) Apr 32 


Forensic Psychiatry, Controlling bodies 


(Blasko & Ginsberg) Feb 21-23 

Controlling bodies: aftercare (Blasko & 
Ginsberg) Feb. 39-40 

Legal requirements for hospitalization 
(Roche) Oct 16-21 

Medicolegal aspects of open staff pro- 
grams in psychiatric settings (Hall) 
Oct 54-56 

Psychiatric-legislative panel (Ross et al.) 
Feb 51-52 

Senate subcommittee scrutinized pa- 
tients’ constitutional rights May 46- 
47 


Gaebler School, Metropolitan State Hos- 


pital, Waltham, Mass., A school for 
emotionally disturbed children Apr 
29-32 


Gardens, Friendship garden (Fogel) Aug 


28-29 


General Practitioners, AMA joins battle 


(Askey) Jan 18-19 
Operation middleman (Edwalds & Pa- 
den) Mar 21-23 


Goals of Therapy, Implications of goals 


of therapy (Felix) Dec 10-15 
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Golf, “Fore” after five (Steeves) June 35- 
36 


Government, Controlling bodies (Blasko 

& Ginsberg) Feb 21-23 
Controlling bodies—aftercare (Blasko & 
Ginsberg) Feb 39-40 

Greater Kansas City Mental Health Foun- 
dation Nov 5-7 

Group Therapy, A case history of panic 
(Lucas & Ludwik) Jan 37 

Group therapy for families (Wiedorn) 
Jan 21-22 

“I didn’t know the person in the next 
room but...” (Adams) July 28 

Patient government: development and 
outgrowths (Mako) July 30-32 

The psychiatric social worker as lead- 
er of a group (Irvine & Palmer) May 
29-32 

Social group work with family-care pa- 
tients (Lane & Singerman) June 19- 
21 

Two-way television in group therapy 
(Wittson et al.) Nov 22-23 

Halfway Houses, Halfway house with 
family feeling Dec 22-23 

Hartford Retreat, A legacy of education 
(Edgren et al.) Apr 7-10 

Have You Heard? 

Jan 24, Feb 72, Apr 21, May 34, July 
20, Aug. 31, Oct 32, Nov 16, Dec 25 

Have You Read? 

Jan 8, Feb 72, June 12, July 16, Aug 
33, Oct 57 

History of Psychiatry, A legacy of educa- 
tion [The Institute of Living (Hart- 
ford Retreat)] (Edgren et al.) Apr 
7-10 

10 great books in history of psychiatry 
(Diamond) Sept 32 

Home Demonstration Clubs, The happy 
companions (Seymour) July 19-20 

Home Visits, The positive side of institu- 
tionalization (Partridge) Nov 38-40 

Hospitalization, see Admission of Patients 

Hudson River State Hosp., Poughkeepsie, 
N. Y., “Fore” after five (Steeves) 
June 35-36 

Illinois State Psychiatric Inst., Chicago, 
Ill. Nov 8-9 : 

Industrial Psychiatry, Laboratory for 
practical rehabilitation (Griffith) 
Apr 25-27 

Industrial Therapy, Coping with chronic 
helpfulness (Rouslin) Oct 10-12 

Hospital vocational rehabilitation 
(Baur) Aug 9-10 

Mental illness and vocational handi- 
cap (Martin & Schaefer) Aug 6-7 

Work therapy in the Soviet Union 
(Wayne) Aug 20-23 

Institute of Living, Hartford, Conn., A 
legacy of education (Edgren et al.) 
Apr 7-10 

Intensive Care, Action for intensive treat- 
ment (Blasko) July 24-26 

International Psychiatry, Mental health 
picture in New Zealand (Mirams, et 
al.) Jan 26-33 

Notes on the 6th int’l congress on men- 

tal health (Barton) Dec 16-20 


U. S. psychiatric centers: observations 
and impressions (Harrington) Oct 
28-31 
Joint Commission on Mental Illness and 
Health, report of, Action for commu- 
nity facilities (Greco) May 13-15 
Action for community involvement 
(Lambert) Aug 13-16 

Action for intensive treatment (Blas- 
ko) July 24-26 

APA Past Presidents’ Series, No. 7 
(Appel) June 24-26 

Cautionary Comments 
26-27 

Editor’s notebook, June 5 

Legal requirements for hospitalization 
(Roche) Oct 16-21 

New frontiers of mental health (Ap- 
pel) June 24-26 

New perspectives on mental patient 
care (Robinson) Apr 11-14 

Psychiatry at the crossroads (Doust) 
Sept 11-15 

Toward a fuller professional responsi- 
bility (Stanton) Oct 22-23 

Kansas, The Kansas Plan (Jackson & 

Smith) Jan 5-8 

Kansas City Mental Health Foundation, 

see Greater Kansas City 


(Tillim) Sept 


Laundries, A laundry evolves into a ther- 
apy center (Oliver) Aug 34-35 
Legislation, Psychiatric-legislative panel 
(Ross et al.) Feb 51-52 
London (Ont.) Psychiat. Res. Inst. for 
Children, see Psychiat. Res. Inst. for 
Children 
Lynchburg Training School, Lynchburg, 
Va., The hospital farm: boon or bane 
to patients? (Risk) June 22-23 
Massachusetts Mental Health Center, Bos- 
ton, Laboratory for practical rehabili- 
tation (Griffith) Apr 25-27 
Medical Education, Psychiatric preceptor- 
ship for medical students (Wolff) 
Jan 34-36 
Medicine, interrelations with Psychiatry, 
Psychiatry at the crossroads (Doust) 
Sept. 11-16 
Mental Deficiency, Action against men- 
tal retardation Dec 4-9 
Cadre-employee program (Peffer) Oct 
33-34 
Self-responsibility for the mentally de- 
ficient (Kraus) Mar 13 
What is permissiveness? (Reger) Aug 
30 
Mental Hospital Institute, 12th, Salt Lake 
City, Utah, 1960, Proceedings Feb 
(entire issue) 

Mental Hospital Institute, 13th, Omaha, 
Neb., 1961, Highlights Nov 19-22 
Mental Hospital Service Achievement 

Awards, 1961, Profiles in progress 
(Martin) Nov 4-14 
1962, Announcement of 1962 contest 
Dec 24 
Mental Hygiene, Toward a fuller profes- 


sional responsibility (Stanton) Oct 
22-24 


Metropolitan State Hospital, Waltham, 


Mass., A school for emotionally dis- 

turbed children Apr 29-32 

Milieu Therapy, Specificity of milieu 
therapy (Comer et al.) May 24-25 

The ward community: a new route to- 
ward long-standing goals (McGahee) 
July 37-39 

Mt. Sinai Hosp., New York, N. Y., Phi- 
losophy—function—form Apr 15-21 

Moving, Moving into a new hospital (St. 
Pierre & Feldman) Aug 11-12 

New Products, Anti-scald shower valve 
Nov 45 

Concealed overhead door closers Dec 43 

Disposable waterproof blanket Dec 43 

Disposable window draperies Dec 43 

Doorclosers Jan 44 

Electronic stethoscope Nov 45 

Grill-cleaning appliance Nov 45 

Illustrated medical lectures Dec 43 

“Painless” hypodermic needle Nov 45 

“Pfsst” cleanser bottle Nov 45 

Pipe-sealants Mar 35 

“Spray-buff” floor machine attachment 
Nov 45 

Sun-X folder Dec 43 

Telescopic window washers Mar 35 

TV wall bracket Dec 43 

New York Psychiatric Treatment Center, 
see Psychiatric Treatment Center, 
N.Y. 

New Zealand, Mental health picture in 
New Zealand (Mirams, et al.) Jan 
26-33 

News & Notes, Jan 47, Feb 74, Mar 44, 
Apr 40, May 46, June 43, July 48, 
Aug 48, Sept 47, Oct 63, Nov 47, Dec 
39 

Nonpsychiatric Physicians, AMA joins 
battle (Askey) Jan 18-19 

Nonpsychiatrist physician in psychiatric 
hospitals or services (Sheeley) Oct 
50-52 

Nursing, Clinical nurses as__ teachers 

(Hinko & Friedman) May 6-8 

“Drive-in” nursing assignments (Peipen- 
brink) Oct 31 

Guide to self-appraisal for nurses and 
aides (GAP Comm. on_ Psychiat. 
Nursing) Nov 26-29 

Nurses and psychotherapy 
(Bernard) May 32-34 

Nursing programs in open _ hospitals 
(Curtis) Feb 60-61 

Nursing routines: masters or servants? 
(Ayllon & Rydman) Sept 36-37 

The nursing service [in New Zealand] 
(Little) Jan 32 

Personalization of patient care in a 
mental hospital (Newcomb) June 
37-38 

Occupational Therapy, Behavior patterns 
observed in occupational therapy 
(Gabriel et al.) July 36 

Operation “Changing of the guard” 
(Nuhn) Oct 14-15 
Old Age, Action for intensive treatment 
(Blasko) July 24-26 
Finding buried treasure in the hospi- 
tal (Sommer & Watson) July 14-16 
Friendship garden (Fogel) Aug. 28-29 
Geriatric activation program (Zambino) 
Mar 18 
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White house conference on aging, 1961 
Mar 16-17 
Open Hospitals, Nursing Programs in 
open hospitals (Curtis) Feb. 60-61 
Operation “Changing of the guard” 
(Nuhn) Oct 14-15 
Open Staffs, Comments of Amer. Acad. of 
Gen’l Practice (Jenkins) Oct 53-54 
Experiences at Institute of Pennsylvania 
Hospital (Myers) Oct 39-40 
Experiences in a psychiatric unit of a 
large general hospital (Tompkins) 
Oct 47-49 
Experiences at a state hospital (Barton) 
Oct 43-46 
Introduction [to symposium on open 
staffs] (Smith) Oct 38 
Medicolegal aspects of open staff pro- 
grams in psychiatric settings (Hall) 
Oct 54-56 
Nonpsychiatrist physician in psychiatric 
hospitals or services (Sheeley) Oct 
50-52 
Open staffs in psychiatric hospitals and 
services (Smith et al.) Oct 38-56 
Presentation by an attending psychi- 
atrist (Appel) Oct 41-42 
Outpatient Clinics, Operation middleman 
(Edwalds & Paden) Mar 21-23 
Panic, A case history of panic (Lucas & 
Ludwik) Jan 37 
Past Presidents’ Series, see APA Past 
Presidents’ Series 
Patient Government, Patient government: 
development and outgrowths (Mako) 
July 30-32 
Pennsylvania Hosp., Philadelphia, Experi- 
ences [with open staff] at Institute of 
Pennsylvania Hospital (Myers) Oct 
39-40 
Personnel, Cadre-employee program (Pef- 
fer) Oct 33-34 
“Fore” after five (Steeves) June 35-36 
“Tax break” for mental hospital em- 
ployees (Jones) Mar 29-31 
Phobias, Case history of panic (Lucas & 
Ludwik) Jan 37 
Photography (As a_ therapeutic aid), 
Keep the family in the picture 
(Keenan) Jan 38 
Physical Disease, Treating physical illness 
in a mental hospital (Noyes) Jan 25 
Pineville (La.) State Hosp., see Central 
State Hosp., Pineville 
Preceptorships, Psychiatric preceptorship 
for medical students (Wolff) Jan 34- 
36 
Private Hospitals, Action for intensive 
treatment (Blasko) July 24-26 
The case for the psychiatric hospital 
(Wayne) Mar 5-10 
Evaluation of private psychiatric hospi- 
tals in community service (Smith et 
al.) Feb 68-70 
The private hospital responsibility for 
leadership (Garber) May 16-17 
Private Practice, Action for community 
facilities (Greco) May 13-15. 
Psychiatric Research Institute for Chil- 
dren, London, Ont. Nov 10-14 © 


Psychiatric Treatment Center, New York, 
N. Y., A design for adolescent therapy 
(Barish et al.) Sept 20-24 

Psychiatric Units in General Hospitals, 
Action for community _ facilities 
(Greco) May 13-15 

The case for the psychiatric units in 
general hospitals (Greco) Mar 10-12 

Experiences in a psychiatric unit of a 
large general hospital (Tompkins) 
Oct 47-49 

The function of a psychiatric service in 
a general hospital (Cotton) Sept 4-7 

A general hospital becomes a focus of 
community psychiatry (Bellak) Sept 
8-10 

[Institute of Psychiatry, Mt. Sinai 
Hosp., New York, N. Y.] Philosophy 
—function—form Apr 15-21 

Psychologists, The hospital psychologist 
(Tolor) June 10-12 

The psychologist’s function (Bindman 
et al.) June 6-9 

Psychotherapy, Nurses and psychotherapy 

(Bernard) May 32-34 
Talking it over on a disturbed ward 
(Stevens) May 11-12 

Public Education, The general public 

(Bloomberg et al.) Feb 35 
Problems of the community in initiat- 

ing and sponsoring psychiatric pro- 

grams (Ross et al.) Feb 65-66 

Records, Patients’, Automatic data proc- 
essing of patients’ records (Klett & 
Sewall) May 26-28 

Recreation, Cooperative recreation: bridge 
& chess (Tilghman) Mar 20 

A festive program for the holidays 
(Ackerman et al.) Dec 27 

Referral, Professional bodies—aftercare 
(Evans et al.) Feb 40-41 

Rehabilitation, Design for rehabilitation 
in Australia (Dax) May 36-39 

Finding buried treasure in the hospital 
(Sommer & Watson) July 14-16 

Hospital-community endeavors re-estab- 
lish chronic patients (Navran) July 
21-23 

- Religion, Chaplaincy service [in New 
Zealand] (Wilson) Jan 31-32 

Remotivation, “I didn’t know the person 
in the next room but... .” (Adams) 
July 28 

Research, Financing administrative re- 
search (Sheffel) Feb 63-64 

Organization for research: experience of 
16 Southern states (Hurder) Feb 54- 


55 
Psychiatry at the crossroads (Doust) 
Sept 11-16 


The psychologist’s function (Bindman 

et al.) June 6-9 

Volunteers as _ psychiatric 
(Wolff) Sept 34-35 

Russia, Work therapy in the Soviet Union 
(Wayne) Aug 20-23 

Rutland Corner House, Boston, Mass., 
Halfway house with family feeling 
Dec 22-23 

St. Vincent’s Hosp., New York, N. Y., Ex- 


researchers 
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periences [with open staff] in a psy- 
chiatric unit of a large general hos- 
pital (Tompkins) Oct 47-49 
Schools, Special, A school for emotionally 
disturbed children Apr 29-32 
Social Casework, Developing a_ social 
service department (Davis) July 10-13 
The positive side of institutionalization 
(Partridge) Nov 38-40 
The psychiatric social worker as leader 
of a group (Irvine & Palmer) May 
29-32 
Social group work with family-care pa- 
tients (Lane & Singerman) June 19- 
21 
Social Security, Social security disability 
benefits for emotional disorders 
(Kloak) June 26 


South, The, Research in, Organization for 
research: Experience of 16 Southern 
states (Hurder) Feb 54-55 

Students as Volunteers, Youth wants to 
serve (Mackin & Jones) Jan 14-17 

Supply Dept., Drying up the towel prob- 
lem (Henkes) July 42 

Institutional warehousing on the move 
(Robertson) July 40-42 

Taxation, “Tax break” for mental hospi- 
tal employees (Jones) Mar 29-31 

Television, Two-way television in group 
therapy (Wittson et al.) Nov 22-23 

Therapeutic Community, The ward com- 

munity: a new route toward long- 
standing goals (McGahee) July 37-39 

Training, Cadre-employee program (Pef- 

fer) Oct 33-34 

Clinical nurses as teachers (Hinko 
Friedman) May 6-8 

Community administrative training pro- 
gram (Bernard) Feb 66-67 

The psychologist’s function (Bindman 
et al.) June 6-9 

Recognition and development of aides’ 
potentials (Harris & Johnson) Oct 
26-27 

Talking it over on a disturbed ward 
(Stevens) May 11-12 

Tranquilizing Drugs, Mail-order drug 
program for discharged patients 
(Jaquith) Nov. 34-35 

Treatment, Action for intensive treat- 
ment (Blasko) July 24-26 

Cooperative recreation: bridge & chess 
(Tilghman) Mar 20 

Coping with chronic helpfulness (Rous- 
lin) Oct 10-12 

Design for rehabilitation in Australia 
(Dax) May 36-39 

Higher learning (Ford) Mar 18 

Hospital vocational rehabilitation 
(Baur) Aug 9-10 

“I didn’t know the person in the next 
room but...” (Adams) July 28 

Implication of goals of therapy (Felix) 
Dec 10-15 

Maximizing therapeutic inefficiency 
(Simon) Apr 22-23 

Medical services [in New Zealand] 
(Savage) Jan 29-31 

Mental illness and vocational handicap 
(Martin & Schaefer) Aug 6-7 

New perspectives on mental patient 
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care (Robinson) Apr 11-14 

Personalization of patient care in a 
mental hospital (Newcomb) June 
37-38 

Positive side of institutionalization 
(Partridge) Nov 38-40 

Provision of appropriate treatment: 
hospital and community collabora- 
tion (Farnsworth) Feb 17-21 

Psychoeducational therapy (Davis) Mar 
23 

The psychologist’s function (Bindman 
et al.) June 6-9 

Social group work with family-care pa- 
tients (Lane & Singerman) June 19-21 

What is permissiveness? (Reger) Aug 
30 


Treatment, see also Group Therapy 


Volunteers, The changing scene: volun- 
teers as an index (Overholser) Mar 
26-28 

Volunteers as psychiatric researchers 
(Wolff) Sept 34-35 

Youth wants to serve (Mackin & Jones) 
Jan 14-17 


Waltham (Mass.) State Hosp., see Met- 
ropolitan State Hosp., Waltham, 
Mass. 


Dr. Whatsisname, Anatomy of an admin- 
istrator Jan 36 
Be-kind-to-relatives week May 12 
The buck stops here Apr 14 
Can we be psychotherapists? July 13 


Dead hands of the past Sept 16 

The doctor’s dilemma June 9 

Paving the road out Oct 12 

The potent eunuch Dec 15 

Speaks of many things Mar 24-25 

Dr. Whoozis wouldn’t understand Aug 
19 


White House Conference on Aging, 1961, 
Mar 16-17 


World Congress on Mental Health, 6th, 
Amsterdam, 1961, Notes on the con- 
gress (Barton) Dec 16-20 


World Psychiatric Association, President 
outlines purposes of new world or- 
ganization (News & Notes) Sept 47- 
48 
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STATEMENT REQUIRED BY THE ACT 
OF AUGUST 24, 1912. AS AMENDED 
BY THE ACTS OF MARCH 3, 1933, 
JULY 2, 1946 AND JUNE 11, 1960 (74 
STAT. 208) SHOWING THE OWNER- 
SHIP, MANAGEMENT, AND CIRCULA- 
TION OF Mentat Hospirats, published 
monthly at Baltimore, Maryland, (except 
July and August) for December 1, 1961. 


1. The names and addresses of the pub- 
lisher, editor, and managing editor and 
business manager are: 


Publisher: American Psychiatric Associa- 
~ 1700 18th Street, N.W., Washington 
9, D. C. 

Editor: Mathew Ross, M.D. 

Managing Editor: Pat Vosburgh 

Business Manager: Joseph Turgeon III 


2. The owner is: American Psychiatric 
Association, Inc., 1700 18th Street, N.W., 
Washington 9, D. C. Stockholders holding 
more than one percent of total amount of 
stock: NONE. 

3. The known bondholders, mortgagors, 
and other security holders owning or hold- 
ing 1 per cent or more of total amount of 
bonds, mortgages, or other securities are: 
NONE. 

4. Paragraphs 2 and 3 include, in cases 
where the stockholder or security holder 
appears upon the books of the company 
as trustee or in any other fiduciary rela- 
tion, the name of the person or corporation 
for whom such trustee is acting; also the 
statements in the two paragraphs show the 
affiant’s full knowledge and belief as to 


the circumstances and conditions under 
which stockholders and security holders 
who do not appear upon the books of the 
company as trustees, hold stock and se- 
curities in a capacity other than that of a 
bona fide owner. 

5. The average number of copies of 
each issue of this publication sold or 
distributed, through the mails or other- 
wise, to paid subscribers during the 12 
months preceding the date shown above 
was: (This information is required by the 
act of June 11, 1960 to be included in all 
statements regardless of frequency of is- 
sues.) 12,500. Mathew Ross, M.D., Editor. 
Swern to and subscribed before me this 
29th day of November, 1961. 

SEAL: Rubina J. Libby 
(My Commission expires Jan. 31, 1965) 


| 
P8- 
34 2 31 
| 
| |_| 65 15 2 
40 | |_| 61 43 
| |_| 
41 1 2 4 25 57 12, 13 | 32 
j b4 | 32, 34 | 26, 31 42, 49 17, 46,| 17, 41,| 33, 43| 27, 58 | 35, 40 | 36, 37 
47 45 
C-3 34 40 46 
1 5 3 28 C-3 C-3 13 13 C-2 C-3 
46 42 1, C-2 | 1, C-2| 46 62 C-3 38 
36, 37 | 28, 29 
42 
2 6 C-2 2 C-2 2 2 2 c2 |C2 C-2 C-2 
c 39, 41 | 16,51 | 2, 22 | C-2, 39 | 48, 50 | 36, 38 | 39, 50 | 43, 47 | 35, 44] 21, 60 | 44, 42 | 34, 35 
9,10 | 25, 26 | 7,8 17,18 | 9,10 | 17, 18 17, 18| 17, 18 | 17, 18 | 17, 18 
44 39 23 41 39 
C-3, 4, 66, 
12, 50 | 8 C-2| 4,14 | 4,6 4,5 C-2, 1 | 6,7 4,5 28, 29| C-3 
; C-2, C-4, 36, 24 23 25, 29 C-3, 2, C-4 C-4 C-4 a 
C-4 71 C-4 C-4 C-4 C-4 C-4 C-4 C-4 
‘ PC 48, 49 | 76, 77 | 42, 43 | 36, 37 44, 45 | 14, 15 -| C-3, 8, 9 46 12, 13 oon 
50 
| 
a | 
| 


ission 


des support that favors rapid rem 


provi 


perphenazine | : 
1, | 
— 
Pa 


Tri lafo N maintains behavioral 


perphenazine 


improvement in the wide range of social settings 


Available in 4 mg., 8 mg. and 16 mg. Tablets, Injection and Liquid Concentrate. For complete 
details, consult latest Schering literature available from your Schering Representative 
or Medical Services Department, Schering Corporation, Bloomfield, N. J. 
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to help the body help itself 


SUSTAGEN 


Complete therapeutic n utriment 


supplves all or part of the 


patient’s nutritional requirements 


The mental patient who resists or is indifferent 
to nourishment is an excellent candidate for 
Sustagen feeding. Patients find Sustagen palat- 
able by the glassful.' Moreover, it is also ideal for 
tube feeding,? supplying a complete therapeutic 
diet, balanced in all known essential nutrients.'* 


However used, Sustagen permits greater control 
over patients’ actual intake. Each glassful pro- 
vides 390 calories, including 23.5 Gm. protein, 
3.5 Gm. fat, and 66.5 Gm. carbohydrate, plus 
important quantities of all essential vitamins 
and minerals. 


references : 
(1) Winkelstein, A.: Am. J. Gastroenterol. 27:45-52 (Jan.) 1957. 
(2) Pareira, M. D., et al.: J.A.M.A. 156:810-816 (Oct. 30) 1954. 
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Symbol of service in medicine 
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Calms the ‘Tense, Nervous Patient 
in anxiety and depression 


The outstanding effectiveness and safety with which Miltown 
calms tension and nervousness has been clinically authenti- 
cated by thousands of physicians during the past six years. 


This, undoubtedly, is one reason why meprobamate is still the Clinic ally proven 
most widely prescribed tranquilizer in the world. : 
— | | in over 750 
Its response is predictable. It will not produce unpleasant 
surprises for either the patient or the physician. Small wonder published studies 


that many physicians have awarded Miltown the status of a 


proven, dependable friend. 
l Acts dependably —,without 


causing ataxia or altering 


a sexual function 
Ir 
ys Does not produce Parkinson- 


meprobamate (Wallace) like symptoms, liver damage 


Usual dosage: One or two 400 mg. tablets t.i.d. or agranulocytosis 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; bottles of 50. Also as MEPROTABS® — 400 mg. 
unmarked, coated tablets; and in sustained-release 
capsules as MEPROSPAN®-400 and MEPROSPAN®-200 (con- 
taining respectively 400 mg. and 200 mg. meprobam 


Does not muddle the mind 
or affect normal behavior 


Ww) WALLACE LABORATORIES / Cranbury, 


cm 
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